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 Client engagement in psychotherapy has been identified as a significant component of the 
therapeutic process, and research has found compelling links to psychotherapy outcomes.  
Attachment theory has been used to explore the various domains of client engagement in 
therapy. Specifically, the development of the therapy relationship and the client’s engagement in 
therapy can be understood as reflecting how a client forms new relationships in general. The 
primary aim of this dissertation is to explore how the attachment styles of adult clients and 
beginning therapists (still in training) influence clients’ engagement in individual psychotherapy, 
in terms of regularity of attendance, self-disclosure of important/relevant topics to the therapist, 
and the client’s perception of the working alliance. More specifically, this study explores the 
roles of client and therapist attachment style in client attendance and client self-disclosure, over 
and above what is explained by the alliance’s relationship with these other engagement 
measures.  
 Data used in this dissertation were collected as part of an ongoing longitudinal study 
conducted at the Dean Hope Center for Educational and Psychological Services, a community-
based outpatient training clinic at Teachers College. Participants were 181 adult individual 
psychotherapy clients and their masters and doctoral level student-therapists (n = 118). In this 
study, client and therapist attachment style (attachment avoidance and attachment anxiety) was 
measured using the Experiences in Close Relationships Scale- Short Form. The client 
!
!
engagement variables were measured using the client-rated Disclosure to Therapists Inventory-
IV (client self-disclosure and self-disclosure discrepancy), the client-rated Working Alliance 
Inventory- Short Form (client-rated alliance), and objective measures of client attendance at 
scheduled sessions collected from a review of clinic attendance records (session attendance).  
 Results showed no significant relationship between client or therapist attachment styles, 
or their interaction, and the client-rated alliance in this sample. Results also indicated no 
significant relationship between client or therapist attachment styles, or their interaction, and 
attendance during the initial sessions of therapy, after accounting for any effects of the alliance. 
However, results did show significant relationships between client and therapist attachment style 
and attendance in therapy after the initial sessions and self-disclosure discrepancy (extent of self-
disclosure based on importance and relevance of topics to the client), after controlling for any 
effects of the alliance. Specifically, results showed that clients with a more secure attachment 
style had a higher percentage of attendance after the initial therapy sessions than clients with a 
more insecure attachment style. In addition, clients whose therapists were higher on attachment 
anxiety had a lower percentage of attendance after the initial therapy sessions, whereas clients 
whose therapists were higher in attachment avoidance had a higher percentage of attendance 
after the initial therapy sessions. Results also showed that clients with higher attachment anxiety 
showed greater self-disclosure discrepancy, in that they disclosed less to their therapists than was 
expected based on the salience of topics to clients. There was also a trending interaction between 
therapist attachment avoidance and client attachment anxiety on self-disclosure discrepancy. 
 Study findings are compared to findings in the literature, and results are discussed in 
terms of attachment theory. Specific limitations and strengths of the study are then discussed. 
Implications of the study findings in terms of the development and training of beginning 
!
!
therapists are outlined. Findings in the current study indicating that client and therapist 
attachment style play a role in client attendance at therapy sessions and client self-disclosure in 
sessions, point to the need for more research in this area and additional consideration of the 
relationship between these variables and how they impact the therapeutic process, and ultimately 
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Client engagement in psychotherapy has been identified as a significant component of the 
therapeutic process. Client engagement is a multidimensional construct that encompasses several 
variables (termed domains throughout the document; Holdsworth, Bowen, Brown, & Howat, 
2014). However, past research has often investigated client engagement in terms of a single 
variable, such as therapeutic alliance (e.g., Horvath, Del Re, Fluckinger, & Symonds, 2011; 
Martin, Garske, & Davis, 2000) or self-disclosure (e.g., Farber, 2006). Additionally, there is 
some evidence that therapists-in-training have greater challenges retaining clients in treatment. 
This dissertation explores client engagement in the first several months of therapy in a more 
comprehensive way, namely by assessing multiple measures of engagement, including regularity 
of attendance, self-disclosure of important topics in sessions, and the therapeutic working 
alliance.!
Attachment theory has been used to explore the various domains of client engagement in 
therapy. The main idea is that the development of the therapy relationship and the client’s 
engagement in therapy can be understood as reflecting how a client forms new relationships in 
general. However, there are several limitations to previous research. One important limitation is 
that most research on client engagement focuses only on the role of client attachment style. 
There are some studies that have examined therapist attachment style, but rarely along with 
client attachment style and without examining its relation to several domains of engagement 
within the same model.  
The current study aims to look at the roles of client attachment style (attachment 




client engagement in psychotherapy. It also aims to investigate the interaction between clients’ 
and therapists’ attachment styles in clients’ engagement in psychotherapy. !
Significance 
It is important to understand a client’s level of engagement in psychotherapy in order to 
increase the effectiveness of the therapeutic process. According to Bowlby (1988), there are five 
tasks essential to psychotherapy: (1) establishing a secure base for the client within the therapy 
relationship, (2) exploring past attachments, including past and current relationship patterns, (3) 
exploring the therapeutic relationship and how it relates to the client’s relationships outside of 
therapy, (4) exploring how past experiences and relationships are related to current ones, and (5) 
modifying internal working models, which includes helping a client change patterns of thoughts, 
feelings, and behavior. !
Bowlby’s first task relates to the development of a secure attachment within the client-
therapist relationship. A secure attachment is important for the establishment of an optimal 
working alliance in the therapeutic dyad, which includes developing an empathic bond between 
therapist and client and an agreement on treatment goals and strategies (Cobb & Davila, 2009). 
Bowlby’s tasks for psychotherapy are set against a backdrop of attachment theory, namely, 
addressing how one’s models of relationships and past experience influence the client’s current 
relationships and the development of the therapeutic relationship. A substantial portion of clients 
will not enter therapy with the experience of a secure attachment relationship. In addition, for 
many clients, it may be their first time meeting with a therapist or they may have had diverse 
therapy experiences and come to treatment with various expectations. Understanding a client’s 
attachment style provides valuable information for the therapist in conceptualizing how to 




style influences and interacts with the client’s attachment style within the therapy dyad.    
Due to their lack of experience working with clients, trainees may not be as aware of how 
their own attachment styles may affect the client-therapist relationship and client engagement in 
the therapy. In addition, they may not be as prepared to deal with the diverse ways that clients 
can present in session and respond to the therapist.  
Client degree of engagement in psychotherapy is a critical aspect of psychotherapy, in 
that research on the different domains of engagement has found compelling links to the outcomes 
of psychotherapy. Clients who are not strongly engaged during the initial sessions of therapy are 
less likely to show an increase in their functioning and a decrease in their symptoms to a 
significant degree. Therefore, a client’s level of engagement in therapy may be a good indicator 
of the ultimate effectiveness of treatment (Orlinsky, Grawe, & Parks, 1994).  
The context of the community-based training clinic used in this study adds another layer 
from which to understand the relationship between client and therapist attachment styles and 
client engagement in psychotherapy. Clients who attend the training clinic come from the 
immediate New York City area and surrounding areas, and represent a diverse sample of age, 
race, ethnicity, socioeconomic status, level of education, religious background, and experience 
with psychotherapy services. The clinic is low-fee and provides clients with an income-based 
sliding scale for payment. Therefore, many, if not all, of the clients have some level of financial 
stress. Although clients would like to receive therapy services, there are several potential barriers 
to engagement, such as therapy not being a first priority, difficulty attending sessions because of 
work-life schedule conflict, and a lack of understanding of the therapeutic process. Thus, the 
study explores client engagement in a naturalistic setting and with a diverse sample, which is 






What is Psychotherapy Engagement?!
Psychotherapy engagement has been defined in numerous ways in the research literature. 
However, there are some consistent threads among the definitions. Engagement in psychotherapy 
is a multidimensional concept that cannot be understood in terms of a single variable or measure. 
Researchers have defined client engagement as the quality of the client’s participation in therapy 
(e.g., Orlinsky et al., 1994), which is reflected in the client’s behaviors (Tetley, Jinks, Huband, & 
Howells, 2011). These behaviors include consistent attendance at the arranged therapy sessions, 
client’s disclosure of their thoughts, emotions, difficulties, and history with the therapist, and 
completion of between-session tasks, such as assigned homework, trying out new skills, and 
thinking about the session content (Tetley et al., 2011). Other researchers have focused on 
engagement in the early sessions of therapy, and may focus on, for example, cooperation during 
sessions (Prinz & Miller, 1994) or emotional involvement in sessions and progress towards client 
goals (Cunningham & Henggeler, 1999). Client engagement has also been explored in terms of 
patient ratings of their rapport with the therapist, their confidence that the treatment is effective, 
and their feelings of commitment to treatment (e.g., Joe, Simpson, & Broome, 1999). 
Client engagement has also been conceptualized as the client’s level of receptivity or 
openness to the psychotherapy process (e.g., Castonguay, Constantino, Przeworski, Newman, & 
Borkovec, 2008; Stiles, Agnew-Davies, Hardy, Barkham, & Shapiro, 1998). Using this definition 
of engagement, in studies conducted in the Vanderbilt research program, patient involvement 
was consistently found to be the best predictor of client improvement (e.g., Gomes-Schwartz, 
1978; Hartley & Strupp, 1983; Strupp, 1993). This continues to be the case in more recent 




treatment outcome (e.g., Holdsworth et al., 2014; Horvath et al., 2011; Lambert, 2007). 
Consistent with this idea, client disengagement refers to irregular attendance at sessions and 
dropping out of treatment, or premature termination (Kim, Munson, & McKay, 2012). This 
significantly and negatively affects treatment outcomes, as clients are less likely to improve if 
they are not engaged in treatment or drop out of treatment prematurely.!
 One focus group study explored community mental health therapists’ conceptualizations 
of therapy engagement and barriers to engagement, as well as strategies the therapists used to 
enhance client engagement (Staudt, Lodato, & Hickman, 2012). Therapists had either a master’s 
or doctoral degree, and indicated themselves as social workers, counselors, psychologists (n = 8), 
and a nurse. Therapists were mostly experienced, with an average of over 11 years (range = 2-30 
years) in their field. The participating therapists described engagement in a way that was very 
similar to the therapeutic alliance, especially the affective component of the helping relationship. 
They indicated that clients could be engaged in various ways and levels with the therapy. For 
example, a client may come regularly and be engaged in the therapy session but the symptoms 
might not be changing, or a person may not come regularly to session but be very engaged when 
there. Therapists also discussed how client engagement is affected not only by client 
characteristics, but the therapist’s behaviors and even the agency or clinic where the mental 
health services are being delivered. Therapists described indicators of client engagement, such as 
attendance at sessions and commitment to the therapy and to change.    
Domains of Psychotherapy Engagement!
As psychotherapy engagement involves multiple aspects of the client’s involvement in 
the therapeutic process, the current study aims to investigate three of these aspects, or domains of 




disclosure in therapy sessions, and (3) the therapeutic, or working, alliance between the client 
and the therapist. These domains have also been linked to psychotherapy outcome (e.g., Baldwin, 
Wampold, & Imel, 2007; Farber & Sohn, 2001; 2007; Horvath & Bedi, 2002; Horvath et al., 
2011, Lambert, 2007; Martin et al., 2000; Sloan & Kahn, 2005), and thus understanding more 
about the engagement process will have implications for the effectiveness of therapy. 
Session Attendance and Early Dropout 
 A salient form of client engagement in therapy is regularity of attendance at therapy 
sessions. It is assumed that at the outset of treatment, the therapist and client come to some 
agreement about the frequency of therapy sessions and establish a regular day of week and time 
for these sessions. In most cases, sessions are held once a week. The extent to which a client 
upholds this commitment can be interpreted in terms of the client’s engagement in the therapy. 
Irregularity of session attendance may lead to premature termination or early dropout from 
therapy—either of which may occur as a result of client dissatisfaction with therapy and/or a 
weak therapeutic alliance (e.g., Swift & Callahan, 2011; Todd, Deane, & Bragdon, 2003). !
Meta-analytic reviews of psychotherapy dropout in studies conducted over the past 
several decades consistently show high rates of dropout from treatment (Swift & Greenberg, 
2012; Wierzbicki & Pekarik, 1993). For example, in a recent meta-analysis of premature 
discontinuation in adult psychotherapy, the weighted mean dropout rate was 19.7%, with dropout 
rates ranging from 0% to 74% (Swift & Greenberg, 2012). In the meta-analysis, the definition of 
dropout varied across studies, which included a client failing to complete a treatment protocol, 
attending less than a given number of sessions, stopping to attend sessions, or therapist 
judgment. In addition, a recent review of therapist characteristics and therapeutic relationship 




rate of 35% (range of 13-69%) across 30 studies (n = 10,452; Roos & Werbart, 2013).  
However, the main problem with comparing dropout rates across studies and predictors, 
or associated factors, of dropout is the differing definitions used by each study. Research has 
shown significant differences in dropout rates depending on the definition used (e.g., Hatchett & 
Park, 2003; Swift, Callahan, & Levine, 2009; Wierzbicki & Pekarik, 1993). For example, a 
meta-analysis of 125 studies on outpatient psychotherapy dropout found that the dropout rate 
was significantly lower for those studies that defined dropout as termination by failing to attend a 
scheduled session (36%) than by therapist judgment or the total number of sessions attended 
(48% for each; Wierzbicki & Pekarik, 1993). In a university counseling center study, premature 
termination rates significantly differed depending on the definition of premature termination 
used and ranged from 17.6% (failure to return after intake appointment) to 40.8% (therapist 
judgment of termination appropriateness; missed last scheduled appointment) and 53.1% 
(median-split method- median number of sessions in this sample was four; Hatchett & Park, 
2003). In another study of dropout in a university-based training clinic, dropout rates ranged 
from 8.1% (intake-only method) to 77% (clinically significant change method).  
National and international epidemiological studies have also described psychotherapy 
dropout in the population (e.g., Olfson, Mojtabai, Sampson, Hwang, & Kessler, 2009; Wells et 
al., 2013). In these studies, dropout was defined as “stopping treatment before the provider 
wanted them to stop.” For example, the National Comorbidity Survey Replication (NCS-R; 
Olfson et al., 2009) found that the respondents who reported treatment with a mental health 
professional (other than a psychiatrist) attended a median of seven sessions. There was also a 
higher possibility of dropout after the first or second session of treatment than after subsequent 




economic levels (Wells et al., 2013). In addition, almost all of the individuals who dropped out 
of treatment did so by the fifth session.  
Session attendance and dropout in therapy with trainees. Some research has shown 
differences in dropout and attendance rates between trainee therapists and experienced therapists 
(Roos & Werbart, 2013; Swift & Greenberg, 2012). Across 669 studies since 1990, trainee 
therapists had a significantly higher average dropout rate (26.6%) than studies with experienced 
therapists (17.2%; Swift & Greenberg, 2012). An earlier study found that trainees at a university 
counseling center had lower rates of client engagement and higher rates of premature termination 
than professional counselors (Tryon, 1989). Engaged clients were defined as those who attended 
at least two counseling sessions.  
Dropout rates in community-based training clinics may be even higher. One study 
compared the prevalence of premature termination in a sample of training clinic clients (77.5%) 
to the prevalence in a university sample of clients who attended outpatient psychotherapy in the 
geographic region surrounding the training clinic (45.2%; Callahan, Aubuchon-Endsley, Borja, 
& Swift, 2009). All therapists in the training clinic were doctoral students in a clinical 
psychology program. Clients were classified as prematurely terminated if they did not complete 
the planned course of treatment and stopped attending sessions. In some cases, clients did not 
inform their therapist of their intention to terminate treatment, and in other cases the therapists 
encouraged continuation of treatment despite the client’s desire to terminate. The majority of the 
training clinic clients that terminated did so by stopping attendance at sessions. This study did 
not provide information about the length of treatment for clients at the training clinic. However, 
another study conducted in the same training clinic provides some insight into the length of 




extent the two samples overlap in clients described (Aubuchon-Endsley & Callahan, 2009). In 
this sample, the rate of premature termination was 67.92%. The majority of the clients 
terminated by stopping attendance at sessions (n = 32). These clients attended an average of 
almost three sessions (range of 1 to 10 sessions), whereas clients who terminated treatment upon 
mutual agreement with their therapist attended an average of 10.57 sessions (range of 2 to 22 
sessions).   
Another study was conducted in a university-based training clinic that served university 
students or relatives of university employees and individuals in the community and was staffed 
by masters and doctoral students at different levels of training (Lampropoulos, Schneider, & 
Spengler, 2009). Of 380 clients who sought services at the clinic over a four-year period, 16% of 
clients dropped out after the first session (intake with a different counselor) and a cumulative 
total of 34.5% of the clients dropped out by the end of the third session (second therapy session). 
In this sample, the median number of sessions attended after the intake was five, with a range of 
one session to 54 sessions. In addition, based on therapist judgment, 57.4% of the sample was 
classified as therapy dropouts.  
In an earlier study, Tryon and Tryon (1986) investigated clinical psychology trainees’ 
engagement quotient, defined as the percentage of the trainee’s clients that returned to treatment 
for more than one session. Trainees’ engagement quotient was positively related to the number 
of clients that were seen for more than ten sessions, suggesting that client engagement occurs 
very early in the treatment process. 
Session attendance and improvement in symptoms and functioning.!Attendance and 
dropout is related to outcome in that several studies have shown that a minimum number of 




symptom severity and the client’s treatment goals, this number may differ. Research 
investigating the number of sessions needed for clients to improve to normal functioning and 
show reliable improvement in symptoms and functioning has shown that criteria for recovery are 
met between Session 11 and 21 (50% of clients) and Session 25 to 45 (75% of clients; Lambert, 
2007). As median treatment lengths are often much shorter than this finding, individuals with 
low therapy attendance and who drop out, especially early in the treatment, likely have much 
poorer outcomes than those who remain in treatment and attend sessions regularly.  
Client Self-Disclosure 
 Another domain of client engagement in psychotherapy refers to the active participation 
of the client in sessions or the quality of the client’s participation, as discussed earlier. One way 
to operationalize this domain is through the client’s level of self-disclosure of important and 
relevant issues during therapy sessions. !
Several decades ago, Jourard (1971) defined self-disclosure, in general, as permitting 
one’s true self to be known to others. This definition still guides the research and understanding 
of self-disclosure today. It has also been suggested that self-disclosure is a means by which to 
develop close relationships with others (Mikulincer & Nachshon, 1991). In the therapy context, 
self-disclosure may be understood as a means to develop a relationship with one’s therapist. !
In his writing, Farber (2006) theorized that there are six potentially beneficial aspects of 
client self-disclosure in therapy, such as self-awareness, being validated and affirmed by sharing 
with another, and psychological release of painful and/or shameful experiences. Even with these 
benefits, a client may withhold certain self-disclosures from the therapist out of fear (e.g., of 
rejection by the therapist, of burdening the therapist, of creating undesirable impressions of one’s 




client may even choose to conceal or distort (exaggerate or minimize) certain secrets and 
experiences from the therapist. In general, clients perceive that they disclose to their therapist to 
a moderate extent across a range of moderately intimate to highly intimate topics (Farber & Hall, 
2002; Hall & Farber, 2001; Farber & Sohn, 1997).!
Several factors have been linked to client disclosure in psychotherapy. For example, 
Sloan and Kahn (2005) found that an individual’s general tendency to disclose personally 
distressing information is significantly related to the extent the individual discloses information 
relevant to their goals in therapy. Length of time in therapy and the strength of the therapeutic 
alliance have also been found to positively relate to clients’ overall disclosure in therapy (Hall & 
Farber, 2001). Specifically, a stronger therapeutic alliance has been associated with more client 
disclosure to therapists and a higher disclosure of certain themes, such as negative affect and 
intimacy (Farber & Hall, 2002). Research findings on gender differences in self-disclosure is 
mixed (e.g., Pattee & Farber, 2008). There has been little research on the effects of race and 
ethnicity on client disclosure in therapy.  
Stiles, in his fever model of disclosure, posits that people tend to disclose more when 
they are psychologically distressed, and it is this disclosure that also serves to relieve distress 
(Stiles, 1995). In this model, disclosure is discussed as serving a regulatory function for 
psychological well-being, in that it serves as catharsis or to provide self-understanding. Based on 
this model, the amount of disclosure increases with the intensity of a person’s distress. Thus, 
whereas disclosure in psychotherapy is regarded as an important part of the process, this may not 
necessarily translate to better outcomes.!
Although a client may report a great extent of disclosure in therapy, it is important to 




client. Otherwise, a client’s high level of disclosure may be more indicative of resistance to the 
therapy process and avoidance of discussing the topics that would be most beneficial to progress 
in treatment. In addition, a client might not discuss those topics that are highly relevant or 
important. To capture this, Farber and colleagues have explored the discrepancy between the 
client’s report of the extent of disclosure and the level of importance/relevance of each topic 
(e.g., Farber & Sohn, 2001).  
Client self-disclosure and improvement in symptoms and functioning. Client self-
disclosure has been investigated in its relationship with therapy outcome. There is some evidence 
to suggest a relationship between the two phenomena, although research findings have been 
inconsistent. For example, Farber and Sohn (2001) found that overall client self-disclosure was 
positively associated (although not significantly) with overall client-perceived improvement in 
therapy, and that overall client self-disclosure was significantly positively associated with 
increased self-understanding. In addition, the discrepancy between client self-disclosure and 
salience was significantly negatively related to outcome. This indicated that the smaller the 
discrepancy between what clients discuss in therapy and what they perceive as important, the 
greater the extent of overall perceived improvement in therapy. Results of a study of married 
psychotherapy clients showed that clients’ mean level of disclosure to their therapist was 
positively associated with client perceptions of therapeutic success (Farber & Sohn, 2007). Sloan 
and Kahn (2005) also found a relationship between self-disclosure and outcome among 
university center counseling clients in brief psychotherapy. Clients who had a higher tendency to 
self-disclose showed a decreased amount of symptom distress and concern about one’s social 







 The third domain of engagement to be explored is the therapeutic, or working, alliance. 
Bordin (1979) described the therapeutic working alliance as the combination of three features: an 
agreement on therapeutic goals, an assignment of tasks, and the development of bonds between 
the therapist and client. The alliance involves perpetual negotiation of goals and tasks throughout 
therapy and is influenced by the characteristics of the client and the therapist. Bordin (1994) also 
emphasized that the client is an “active force in the change process” (p. 14). He hypothesized 
that, despite the differences in psychotherapeutic approaches, the strength of the alliance between 
therapist and client is very important to the effectiveness and outcome of the therapy and to the 
process of change. Over the past several decades, there has indeed been a growing literature on 
the nature of the working alliance and its relationship to the process and outcome of 
psychotherapy. 
Bordin (1994) also hypothesized that a therapist experienced in alliance-building skills 
and committed to alliance theory would be able to overcome a client’s poor level of object 
relations in establishing the therapeutic working alliance with the client. This notion suggests 
that, with less experienced therapists, a client’s level of object relations may play a more 
influential role in the establishment of the initial alliance. In addition, Bordin discusses how a 
client’s level of object relations may influence the number of sessions needed to establish the 
initial working alliance. Specifically, more sessions would be needed with a client with poor 
object relation capacities. Along these lines, therapy attendance and dropout become entwined in 
the development of the alliance. !
Therapeutic alliance and improvement in symptoms and functioning. Many studies 




psychotherapy. Still other studies have focused on the relationship between the alliance and 
treatment outcome and dropout from therapy. The therapeutic alliance has been found to be a 
consistent predictor of outcome across types of therapies, accounting for between five and eight 
percent of the variance in outcome (e.g., Baldwin et al., 2007; Horvath & Bedi, 2002; Martin, 
Garske, & Davis, 2000). Across studies, client ratings of the alliance have shown to be the best 
predictor, versus therapist or observer ratings, of the relationship between alliance and outcome 
(Horvath et al., 2011). In addition, assessing the alliance in the early stages of therapy (third to 
fifth session) has been shown to be a good indicator of therapy outcome and dropouts. Other 
research has found that therapist variability significantly accounted for the relationship between 
alliance and outcome (Baldwin et al., 2007). The therapeutic alliance has also been associated 
with dropout from individual psychotherapy (Sharf, Primavera, & Diener, 2010). In their meta-
analytic review, results showed that clients with weaker alliances with their therapist were more 
likely to drop out of therapy. These results indicate that several factors need to be taken into 
account when understanding how alliance is related to therapy outcome. In particular, the current 
study explores two of these factors in relation to alliance, namely, client and therapist attachment 
style.!
Attachment Style in Psychotherapy Research!
Attachment Style- Definition and Theoretical Background 
 Much of the research on adult attachment in close relationships and in psychotherapy is 
based on the concept detailed by Bowlby (1988). This concept of attachment refers to the 
internal motivation to seek and maintain a desired level of proximity and closeness with certain 
individuals, with the aim of protection and feelings of security. When the attachment figure is 




and expects that the attachment figure will also be available and responsive in future situations. 
Over time, the person develops a working model of these attachment relationships and applies 
these models to subsequent relationships. Although Bowlby has stated that one’s attachment 
style is initially formed early in life with a primary caregiver, new attachment relationships that 
are formed throughout one’s life continually shape an individual’s attachment style. In fact, adult 
attachment style has been defined as “a systematic pattern of relational expectations, emotions, 
and behaviors conceptualized as the psychological residue of each person’s unique attachment 
history” (Mikulincer, Shaver, & Berant, 2013, p. 606). 
Adult attachment has been investigated in research by Brennan, Clark, and Shaver (1998) 
as consisting of two dimensions, attachment anxiety and attachment avoidance. Attachment 
anxiety involves having fear of being rejected or abandoned by others, an excessive need for 
approval from others, and feeling distress when a close other is unavailable or unresponsive. 
Attachment avoidance involves having fear of being dependent on others or fear of interpersonal 
intimacy, an excessive need for self-reliance, and reluctance to self-disclose to others. An 
individual who has high levels of either or both of these dimensions is viewed to have an 
insecure attachment style. An individual who has low levels of both attachment anxiety and 
attachment avoidance is viewed as having a secure attachment style.  
Depending on his or her attachment style, an individual employs specific affect 
regulation strategies in response to stresses (Mikulincer & Shaver, 2007). Individuals with high 
attachment anxiety use hyperactivating strategies, where one puts a lot of effort into receiving 
support and love from others. However, the individual also lacks confidence that one’s needs 
will be met and has negative feelings when one’s needs are not met. These strategies serve to 




attention and give security and love to the individual. Individuals with high attachment 
avoidance use deactivating strategies, where one distances one’s self from others and avoids 
closeness and dependence on others. These strategies serve the individual in avoidance of the 
distress brought on by an unavailable or rejecting attachment figure.  
A person’s attachment style influences the forming of new attachment relationships with 
others, including friends, romantic partners, and even one’s therapist. The beginning of a therapy 
relationship is such a context in which an individual may feel the need to employ either 
hyperactivating or deactivating strategies to manage this new relationship. 
Attachment Style and Psychotherapy Research 
 There have been numerous studies on how client attachment styles affect the 
psychotherapy process (e.g., Dozier, 1990; Horvath & Bedi, 2002; Sauer, Lopez, & Gormley, 
2003; Rubino, Barker, Roth, & Fearon, 2000), and therefore treatment outcome (e.g., for a 
review, see Daniel, 2006). This research is conducted on the assumption that a client’s 
attachment style influences how the client approaches and makes use of the therapy. One 
mechanism that has been theorized through which the client’s attachment style affects the 
therapy process and outcome is emotion regulation, specifically in relation to interpersonal 
interactions. However, there is a much smaller literature that is concerned with the impact of the 
therapist’s attachment style on the therapy process or the interaction between the client and 
therapist’s attachment style on the therapy process.  
Current thinking in psychotherapy research and practice is that the relationship between 
the therapist and client is mutual and dynamic. In thinking of the therapist as a possible 
attachment figure, the therapist’s actual, not only perceived, responses to the client will influence 




the therapist is in the position to provide an emotional and physical space of safety and security 
for the client, from which the client can explore one’s interpersonal and intrapsychic world, learn 
how to effectively regulate emotions, and experiment with new behaviors (Mikulincer, Shaver, 
& Berant, 2013). A therapist’s ability to fill the role of such an attachment figure will be 
influenced by the therapist’s own level of attachment security (Mallinckrodt, 2010). A therapist 
with a high level of attachment security will have the flexibility to manage the relationship with 
the client, adjusting the distance with the client depending on the client’s needs and progression 
in therapy. However, therapists with lower levels of attachment security may have a more 
difficult time forming a positive therapeutic alliance with the client. For example, a therapist 
higher on attachment avoidance may have difficulty in their sensitivity and responsiveness with 
clients, whereas therapists higher on attachment anxiety may experience difficulty in maintaining 
appropriate boundaries and regulating their emotions with clients (Mikulincer & Shaver, 2007). 
This will have an impact on the forming of the therapeutic alliance and other aspects of the 
therapy process. Given that the therapeutic process is understood to be influenced by both client 
and therapist characteristics, it follows that there may also be an interactive relationship between 
the two (Daniel, 2006). In fact, some research suggests that there is an interactive relationship 
between client and therapist attachment styles and the psychotherapy process and relationship, 
which is discussed in the following sections.  
Clients’ and Therapists’ Attachment Styles and Domains of Client Engagement!
Of the three domains of engagement discussed earlier, there is a much larger body of 
research about the therapeutic alliance than attendance/dropout and self-disclosure. However, 
whereas the alliance may be a significant contributor to therapy outcome and effectiveness, there 




explore multiple domains of engagement and how client and therapist attachment styles may 
differentially influence the different domains of engagement.!
In this study, three aspects of attachment will be explored in terms of how they relate to 
client engagement: client attachment style, therapist attachment style, and the interaction of 
client and therapist attachment style. The following sections outline research on the relationship 
between each domain of engagement (dependent variables) and each aspect of attachment style 
(independent variables).   
Engagement Domain: Attendance/Dropout 
 Most studies discuss dropout as a limitation to their findings, and it is not always 
included as a main variable under exploration. However, frequency of treatment attendance and 
dropout are markers of client engagement in therapy and are hypothesized to be related to client 
and therapist attachment style. When comparing attendance and length of treatment across 
studies, it should be noted that there is an inconsistency as to what constitutes the beginning of 
therapy. For example, in a particular study, a client may have had one or more intake sessions 
with the same or different therapist before beginning the therapy (e.g., Marmarosh et al., 2009). 
In addition, study authors did not always provide this information (e.g., Goldman & Anderson, 
2007). 
Client attachment style and relations to attendance/dropout. Research on the 
relationship between client attachment style and attendance at therapy sessions has shown 
inconsistent results. There has been some research that shows a significant relationship between 
client attachment style and psychotherapy attendance or dropout (e.g., Marmarosh et al., 2009; 
Parish & Eagle, 2003; Saatsi, Hardy, & Cahill, 2007). Overall, these studies found that clients 




durations of therapy treatment than clients with a more secure attachment style. However, results 
were inconsistent as to the type of insecure attachment that was related to dropout or treatment 
length.  
For example, one study found that university counseling center clients who dropped out 
of treatment had significantly higher levels of attachment anxiety (as rated by the Experiences in 
Close Relationships Scale, ECRS) than clients who completed treatment (Marmarosh et al., 
2009). In this study, 36% of the sample dropped out after the intake session (with a different 
therapist) and an additional 35% of the sample dropped out between the third session and 
termination (maximum of 25 sessions). In contrast, in a study of clients receiving cognitive 
therapy for depression, a client’s ambivalent attachment style was significantly related to not 
completing the course of treatment (at least 12 therapy sessions, maximum of 20 sessions; Saatsi 
et al., 2007). On average, clients in this study who completed treatment attended twice the 
number of sessions as clients who did not complete treatment. !
! In addition, in a study of 105 clients in psychoanalysis or psychodynamic therapy, a 
client’s attachment style (rated by the Relationship Questionnaire) was significantly associated 
with the length of therapy (Parish & Eagle, 2003). Specifically, clients with a more secure 
attachment style reported a longer therapy duration, whereas clients with a more fearful or 
dismissing attachment style reported a shorter therapy duration. Clients in this study were 
recruited from current and recent doctoral-level trainees and from a university counseling center 
staffed by trainee therapists. In this sample, clients were in therapy for between six months to 
more than ten years, and clients attended less than one session to four sessions per week. 
Therefore, these results may not be comparable to other studies that focus on dropout earlier in 




different attachment measures, such as self-report measures (e.g., ECRS, Relationship 
Questionnaire- RQ) versus interview-based measures (Adult Attachment Interview- AAI). In 
addition, several studies did not use a specific measure of attachment style but a measure of 
interpersonal style (i.e., Inventory of Interpersonal Problems- IIP).  
 In contrast, several studies have shown no significant relationship between client 
attachment style and therapy attendance or dropout (e.g., Bruck, Winston, Aderholt, & Muran, 
2006; Goldman & Anderson, 2007; Sauer et al., 2003). For example, in a sample of clients 
randomly assigned to 30 sessions of manualized treatment of either cognitive-behavioral therapy 
(CBT) or short-term dynamic therapy, no significant differences were found between dropouts 
and completers in terms of attachment style, as rated by the Relationship Scales Questionnaire 
(Bruck et al., 2006). Client attachment style was also found not to significantly differ between 
dropouts and completers in a small sample of clients (n = 28) in individual therapy (Sauer et al., 
2003). In another study, dropout status (defined as failure to attend a session, followed by failure 
to schedule further sessions) could not be reliably predicted from client’s attachment insecurity 
or object relations deficits (Goldman & Anderson, 2007). The study sample consisted of clients 
from clinics serving university students and a training clinic staffed by trainees and experienced 
therapists. In this study, the dropout rate was 43.6%, with clients attending an average of 5.35 
sessions (SD = 5.15 sessions). As discussed earlier, differences in operationalization of dropout 
may be one contributor to these inconsistent findings across studies.  
Therapist attachment style and relations to attendance/dropout. There is little 
research on the relationship between therapist attachment style and dropout or session 
attendance. One study that explicitly analyzed this relationship found that therapist attachment 




The relationship of the interaction of client and therapist attachment style to 
attendance/dropout. There is no available research on the effect of the interaction between 
client and therapist attachment styles and either dropout or session attendance. Although there 
was one study that measured these three variables, the authors did not conduct an analysis 
investigating the interaction of attachment styles on dropout (Sauer et al., 2003).  
Engagement Domain: Client Self-Disclosure 
Client attachment style and relations to client self-disclosure. Few studies have 
explored the relationship between attachment style and self-disclosure in the context of 
individual psychotherapy. In general, an individual’s attachment style has been found to be 
related to their level of self-disclosure in different types of intimate relationships (e.g., friends, 
parents, spouses, romantic partners; Mikulincer & Nachshon, 1991). Specifically, in a study of 
127 undergraduates involved in a heterosexual romantic relationship, undergraduate participants 
with a secure or ambivalent attachment style were more likely to self-disclose to others than 
those with an avoidant attachment style. In addition, participants with a secure attachment style 
showed a higher level of flexibility in their self-disclosure across a range of situations, as 
compared to participants with an insecure attachment style. A major limitation of this study is 
that it was conducted only with undergraduates. In addition, this study did not occur within the 
psychotherapy context and the relationship between attachment style and self-disclosure may 
differ for intimate partners and therapists.  
 Within the therapy context, a limited number of studies have looked at the relationship 
between client attachment style and self-disclosure (e.g., Dozier, 1990; Saypol, 2009; Saypol & 
Farber, 2010; Schechtman & Rybko, 2004). In one study (Dozier, 1990), this relationship was 




were currently, or within the previous year, in short-term residential care facilities. Client 
attachment was measured with the Adult Attachment Interview (AAI). Clinicians who had at 
least daily contact with the clients rated them on their self-disclosure during treatment, according 
to the extent that clients talked about their problems and acknowledged their negative feelings, 
particularly of distress and anger. Controlling for gender and diagnosis, results found that clients 
with more avoidant attachment showed less self-disclosure, and clients with more preoccupied 
attachment showed more self-disclosure relative to those with more avoidant attachment. 
However, there was no significant association between clients with more secure attachment and 
self-disclosure.  
 A more recent study investigated client attachment and self-disclosure in a group therapy 
setting (Schechtman & Rybko, 2004). The sample included 27 counseling groups, consisting of 
436 female, counseling, and teacher-education students from institutions in Israel, and eight 
female group leaders. Client attachment was measured with the Relationship Scales 
Questionnaire (RSQ). Initial self-disclosure was based on an observer rating each group 
member’s introduction of herself by means of a personal object during the first group session. 
Disclosure over the course of the group was measured at termination by a self-report 
questionnaire that was developed for the study. Results showed that group members categorized 
as having a secure attachment style disclosed more strong emotions and meaningful personal 
experiences at the beginning of therapy than did those categorized as having an insecure 
attachment style. Group members’ attachment styles also significantly predicted self-disclosure 
over the course of the group therapy, with similar results, although there was the biggest 
difference in self-disclosure between those with a secure versus avoidant attachment style. Some 




female and the therapy was in a group format, which may have different implications for how 
group members self-disclose.!!
Only one study specifically explored the relationship between a client’s general 
attachment style and self-disclosure in a sample of 117 clients currently in individual therapy of 
more than three sessions (Saypol, 2009; Saypol & Farber, 2010). This sample was highly 
educated and a substantial portion identified themselves as therapists or trainees. The mean 
duration of therapy reported was about three years. In this study, client’s attachment style was 
measured by the RQ and therapy self-disclosure was measured by the Disclosure to Therapist 
Inventory, which is used in the current study. Results showed a non-significant trend that clients 
with a more secure or more preoccupied attachment style reported more self-disclosure to 
therapists, whereas clients with a more fearful attachment style reported less self-disclosure to 
therapists. There was no evident relationship between clients with a dismissing attachment style 
and self-disclosure to therapists. Results showed a stronger relationship between client’s 
attachment to the therapist and their level of self-disclosure in sessions than between a client’s 
general attachment style and their level of self-disclosure. Specifically, clients with a more 
secure attachment to their therapists reported more self-disclosure in sessions. !
Some studies have focused on the relationship between the client’s attachment to the 
therapist and the depth (perceptions of session’s value and power) and smoothness (session’s 
comfort, relaxation, and pleasantness) of the therapy session (in combination, referred to as 
session exploration). Findings from these studies are inconsistent. For example, in one study, 
client fearful attachment was related to greater session depth, as rated by therapists, whereas 
client preoccupied attachment was related to greater session smoothness, as rated by patients, 




(Bruck et al., 2006). In contrast, another study found that client fearful attachment (high 
attachment avoidance and attachment anxiety) was related to less session smoothness, as rated by 
therapists and patients, and less session depth, as rated by patients (Mohr, Gelso, & Hill, 2005). 
In yet another study, client attachment avoidance was related to less session depth and client 
secure attachment to their therapist was related to greater session depth, both as rated by patients 
(Romano, Fitzpatrick, & Janzen, 2008). Differences in these results across studies may be 
attributed to differences in session perception by therapists and clients, differences in sample 
characteristics (some studies used volunteer clients), or differences in the attachment measure 
used (RSQ vs. ECRS). !
 Other research has shown that clients with a secure or preoccupied-merger attachment to 
their therapist reported a higher level of session exploration, whereas clients with an avoidant-
fearful attachment to their therapist reported a lower level of session exploration (Mallinckrodt, 
Porter, & Kivlighan, 2005). Clients were 44 females in individual therapy with masters or 
doctoral level trainees or licensed psychologists at a university counseling center or training 
clinic. In this study, although measured, the client’s general attachment style was not analyzed in 
relation to session exploration. However, results showed that clients higher in attachment 
avoidance were also higher in an avoidant-fearful attachment to their therapist and lower in a 
secure attachment to their therapist, and that clients with higher attachment anxiety were lower in 
a secure attachment to their therapist. Thus, this implies that clients form a similar type of 
attachment to their therapist as their general attachment style and that there may be similarities in 
how general attachment style relates to session exploration. 
Therapist attachment style and client self-disclosure. There is no available research on 




However, there is some research investigating session exploration and its relationship to therapist 
attachment style. In one study, therapist secure attachment was significantly associated with 
greater session depth, whereas therapist preoccupied attachment was significantly associated 
with less session smoothness, both as rated by therapists (Bruck et al., 2006). There were no 
significant relationships between therapist attachment style and clients’ ratings of session 
exploration.  
The relationship of the interaction of client and therapist attachment style to client 
self-disclosure. As with therapist attachment style, there is no research available on the 
relationship between the interaction of client and therapist attachment style and client self-
disclosure. However, some studies have investigated this interaction in relation to session 
exploration. One study found that the more dissimilar patients and therapists were in terms of 
fearful attachment style and the therapist was more securely attached relative to the patient, the 
greater was the patient-rated session depth and smoothness (Bruck et al., 2006). This same 
relationship was found as a non-significant trend in terms of a dismissing attachment style and 
patient-rated session smoothness. In another study, for therapists with a moderate or high level of 
attachment avoidance (1 SD over the mean), clients with high attachment anxiety reported lower 
session depth ratings (Romano et al., 2008). Based on these findings, it is difficult to draw 
conclusions about the effect of the interaction of therapist and client attachment styles on session 
exploration or disclosure. However, this research suggests that there is an interactive relationship 
that needs to be further explored.  
Engagement Domain: Therapeutic Alliance 
Client attachment style and relations to therapeutic alliance. The literature on the 




consistent findings. Specifically, client secure attachment has been found to be significantly 
associated with higher ratings of the therapeutic alliance across several studies, using different 
populations, rating the alliance at different points in therapy, and using different measures of 
attachment (e.g., Eames & Roth, 2000; Reis & Grenyer, 2004; Saatsi et al., 2007; for reviews, 
see Diener & Monroe, 2011; Smith, Msetfi, & Golding, 2010). In addition, patient ratings of the 
alliance are more strongly associated with client’s attachment style than are therapist ratings of 
the alliance (Diener & Monroe, 2011). The same cannot be concluded as definitively about 
insecure attachment or different aspects of insecure attachment. One possible reason for the 
inconsistency may be the use of varying measures of attachment and the inclusion of only 
published studies. For example, in a meta-analysis of published and unpublished studies using 
patient-rated ECR and WAI as the gold standards for attachment and alliance, respectively, client 
insecure attachment was significantly related to alliance (Bernecker, Levy, & Ellison, 2014). 
Specifically, higher levels of attachment avoidance and attachment anxiety both predicted 
weaker alliances.  
 Relevant studies that have only included clients whose therapists are licensed and 
experienced in the field have generally found client secure attachment to be positively related to 
the therapeutic alliance (e.g., Eames & Roth, 2000; Reis & Grenyer, 2004; Saatsi et al., 2007). In 
addition, some studies have found client insecure attachment to be negatively related to the 
alliance (e.g., Bruck et al., 2006; Eames & Roth, 2000; Reis & Grenyer, 2004). However, these 
studies differed as to which type of insecure attachment was significantly related to the alliance. 
These studies often recruited participants from an outpatient clinic. Most of the studies also used 
some form of the WAI as the alliance measure, and either the IIP, RQ, or Relationship Scales 




included clients who were receiving manualized treatment (CBT, short-term dynamic therapy,) 
and/or short-term treatment (supportive-expressive dynamic psychotherapy; brief 
psychodynamic intervention). 
 Several studies have included clients whose therapists are psychology trainees (e.g., 
Byrd, Patterson, & Turchik, 2010; Goldman & Anderson, 2007; Kivlighan, Patton, & Foote, 
1998; Mallinckrodt et al., 2005; Marmarosh et al., 2009; Parish & Eagle, 2003; Romano et al., 
2008; Satterfield & Lyddon, 1995). Across studies, results have generally differed depending on 
the attachment measure used. For studies using the Adult Attachment Scale (AAS), results have 
shown a significant positive relationship between client secure attachment and ratings of the 
therapeutic alliance. In contrast, for studies using a different attachment measure (ECRS), results 
have generally shown a negative relationship between client insecure attachment and ratings of 
the therapeutic alliance.  
 For example, one study included 40 predominantly White clients from two university 
counseling centers (Kivlighan et al., 1998). Clients completed the Adult Attachment Scale 
(AAS) at intake and rated the alliance (WAI) with their therapists after their third session. 
Therapists were practicum students, predoctoral interns, or senior staff. Importantly, a client’s 
attachment style accounted for 33% of the variance in client-rated alliance scores. Clients who 
were comfortable with intimacy and could depend and trust others (secure attachment) rated the 
alliance with their therapists higher than clients with a less secure attachment style. However, 
there was no significant relationship found between a client’s level of fear of being abandoned or 
not being loved (anxiety dimension of insecure attachment) and the alliance.  
 Similar results were found in an earlier study of 60 first time clients attending a 




psychology (Satterfield & Lyddon, 1995). In this study, clients also completed the AAS and 
rated the alliance (WAI) after the third session. Results showed only a significant positive 
relationship between a client’s comfort depending on and trusting others and the alliance with the 
therapist.  
 This result was also found in a more recent study of 66 clients attending a university-
based clinic (Byrd et al., 2010). Clients were predominantly from the university and therapists 
were graduate students, most of whom were doctoral students in their second year of the 
program. As in the previously mentioned studies, clients completed the AAS at intake and rated 
the alliance with their therapist (WAI-short form revised) after the third, fourth, or fifth session 
of therapy. Another study of 55 clients from a university counseling center and training clinic, 
using the same attachment and alliance measures, only showed a significant relationship between 
client attachment security and the alliance after the first therapy session, but no relationship after 
the second or third sessions (Goldman & Anderson, 2007).  
 Studies using a different attachment measure (ECRS) have found some relationship 
between client insecure attachment and the therapeutic alliance. In a study of 48 clients at a 
university counseling center, staffed by licensed therapists and trainees, higher levels of client 
attachment avoidance and higher levels of attachment anxiety (although not statistically 
significant) were related to lower client ratings of the therapeutic alliance (WAI-short) after the 
third therapy session (Marmarosh et al., 2009). Similar results were found in another study at a 
university counseling center staffed by masters and doctoral students, psychology interns, and 
licensed psychologists (Mallinckrodt et al., 2005). Higher levels of client attachment anxiety and 
higher levels of client attachment avoidance (although not statistically significant) were related 




another study, there was a non-significant trend in which higher levels of client attachment 
avoidance were related with lower client ratings of the alliance (WAI) mid-treatment (between 
Sessions 5-9; Romano et al., 2008). Although this study included clients whose therapists were 
trainees (first year masters counseling students), clients were volunteers enrolled in an 
undergraduate counseling course at a different university than the trainee therapists. This may 
limit the generalizability of the study findings. 
 A more recent study explored the relationship between client and therapist attachment 
style and the working alliance in a sample of 30 client-therapist dyads attending individual 
psychotherapy at a primary care clinic (Bucci, Seymour-Hyde, Harris, & Berry, 2016). 
Attachment style was measured using the RQ and the client- and therapist-rated working alliance 
was measured using the WAI, after the third session of therapy. Results showed no significant 
relationships between the different client attachment styles and the client-rated or therapist-rated 
alliance. Another recent study of 58 adults attending psychotherapy at a primary care clinic also 
found no significant relationship between client attachment dimensions (as measured by the 
ECRS) and client-rated alliance (as measured by the WAI; Taylor, Rietzschel, Danquah, & 
Berry, 2015). 
One limitation of research in this area is that because of a high rate of therapy dropout 
and attrition from studies, the relationship between attachment insecurity and alliance is 
somewhat obscured. If clients who form better alliances with their therapist (and are possibly 
higher in attachment security) are also the ones that remain in therapy, data are then skewed 
towards those individuals. There are less data available on clients who did not remain in therapy. 
In addition, studies in this area mainly provide information about the relationship between client 




after the third session of therapy. For the purposes of the current study, these findings cannot 
necessarily be generalized to the relationship between attachment and alliance after three months 
of therapy. There is one study that does suggest a relationship between client attachment and 
alliance when measured after at least six months of long-term psychodynamic or psychoanalytic 
therapy (Parish & Eagle, 2003). Findings showed that across 105 clients, attachment security 
(measured with the RQ) was significantly associated with higher client ratings of the alliance 
(WAI-short), whereas fearful and dismissing attachment styles were associated with lower client 
ratings of the alliance. One major limitation of these findings is the cross-sectional nature of the 
study, in that each client completed the attachment style questionnaire at the same time as they 
rated the alliance, and each client rated the alliance at a different point in therapy (range of six 
months to more than 10 years into the therapy).  
Therapist attachment style and relations to therapeutic alliance. Research findings on 
the relationship between therapist attachment style and the therapeutic alliance are inconsistent. 
This may be due to the differences in therapy settings (inpatient vs. outpatient), the person rating 
the alliance (client vs. therapist), the point during treatment that the alliance is measured, the 
measure of attachment used, and the measure of alliance used (WAI vs. other alliance measure). 
However, research suggests that there is some relationship between the two factors. For example, 
some research has shown that therapists’ secure attachment is positively associated with ratings 
of the therapeutic alliance (e.g., Black, Hardy, Turpin, & Parry, 2005; Bruck et al., 2006), 
whereas other research has shown the opposite relationship during the early sessions of therapy 
(e.g., Sibrava, 2009), or no significant relationship (e.g., Wongpakaran & Wongpakaran, 2012). 
The study that showed no significant relationship was a cross-sectional study of 121 adults in 




psychotherapy by 13 psychiatrists and psychiatric residents in Thailand. A limitation of the study 
was that the analysis only used attachment style categories, not dimensions, which may account 
for the lack of significant findings.  
In a more recent study, the relationship between therapist attachment style and the 
working alliance was found to be related in clients reporting higher levels of depression and 
anxiety (Bucci et al., 2016). Specifically, in more symptomatic clients, a more fearful attachment 
style was associated with lower client-related alliance, and a more preoccupied attachment style 
was associated with a lower therapist-rated alliance. In addition, a more dismissing attachment 
style was associated with a higher therapist-rated alliance. No significant associations were 
found between therapist with a more secure attachment style and either the client- or therapist-
rated alliance in more symptomatic clients.  
In some research, findings have shown a negative relationship between therapist insecure 
attachment and ratings of the alliance (Black et al., 2005; Fleischman & Shorey, 2016; Hersoug, 
Hoglend, Havik, von der Lippe, & Monsen, 2009). For example, in one study of about 500 
mostly experienced therapists, therapists with a dismissing or preoccupied attachment style 
reported lower alliances with their clients (Black et al., 2005). More recently, in a survey study 
of 290 licensed psychologists, both attachment anxiety and attachment avoidance were 
significantly related to lower therapist-rated alliance with clients (Fleischman & Shorey, 2016). 
A main limitation of these two studies was that therapists rated the alliance with all of their 
clients, as opposed to a specific client. In addition, in a sample of clients in long-term therapy, 
therapists with a cold/detached interpersonal style (showing distance or disconnection from the 





Other studies have shown a change in the relationship between therapist attachment style 
and therapeutic alliance over time (Sauer et al., 2003; Sibrava, 2009). For example, in a study 
with trainee therapists providing outpatient therapy, therapist attachment anxiety was positively 
related to the client-rated alliance after the first session, but was negatively related to the client-
rated alliance over time (Sauer et al., 2003). In a randomized controlled trial of cognitive 
behavioral therapy for Generalized Anxiety Disorder (Sibrava, 2009), therapist attachment was 
significantly related to client-rated alliance at the beginning of treatment (after Session 2) and 
over time. At the beginning of therapy, therapist secure attachment was related to lower client-
rated alliance, and these ratings were lower than those for therapist insecure attachment. Over the 
course of therapy, this relationship changed, with therapist secure attachment showing a faster 
and greater rate of positive change in alliance than for therapist insecure attachment. By session 
14, clients rated the alliance significantly higher for therapists with a secure attachment style 
than for therapists with an insecure attachment style. 
One study including masters and doctoral level trainees and their supervisors found no 
significant relationship between the therapist’s attachment style and the therapeutic alliance, as 
rated by the therapist and supervisor (Ligiero & Gelso, 2002). However, there was an interesting 
relationship between supervisors’ ratings of therapists’ countertransference with their clients and 
the ratings of the bond aspect of the therapeutic alliance. Specifically, for therapists rated by 
supervisors as exhibiting little negative countertransference behavior with a client, supervisors 
and therapists tended to agree as to the strength of the bond they had with the client. In contrast, 
for therapists rated by supervisors as engaging in higher amounts of negative countertransference 
behavior with a client, therapists tended to rate the bond with their client as significantly stronger 




client may distort the therapist’s perceptions of the bond with a client, so that it is viewed more 
favorably than it would be by an observer. This finding is also evidence for the therapist’s 
influence on the therapy relationship and the need to take that into account in future research. 
 The relationship of the interaction of client and therapist attachment style to 
therapeutic alliance. Only a few studies have looked at the interaction of client and therapist 
attachment styles and the working alliance. These studies suggest that there is a complex 
relationship between these factors. One of the first studies to look at this relationship focused on 
54 clients with serious psychiatric disorders in an intensive case management program (Tyrell, 
Dozier, Teague, & Fallot, 1999). In this study, dyads worked together for between seven and 69 
months in a community-based setting. Attachment was measured with the AAI and the alliance 
(WAI) was rated by the client. Results showed that case managers with a less deactivating style 
formed stronger alliances with clients with a more deactivating style than a less deactivating 
style. There was also a trend for case managers with a more deactivating style to form weaker 
alliances with clients with a more deactivating style than a less deactivating style. In the 
literature, this finding has been termed the noncomplementarity of the relationship. In essence, 
case managers seemed to form stronger alliances with those clients who had an opposing style. 
These can be mapped onto the attachment styles, where an individual with higher attachment 
anxiety will present with a more hyperactivating style (less deactivating) and an individual with 
higher attachment avoidance will present with a more deactivating style. Because of the nature of 
the sample (clients were individuals with serious psychiatric disorder, and their case managers) 
and the varying length of time the dyads worked together, the results of this study may not be 
generalizable to the clients and therapists in the current study.   




noncomplementarity of the relationship. For example, one study that investigated this 
relationship was a naturalistic longitudinal study of 59 outpatients with a diagnosed anxiety 
disorder and their therapists in a German hospital (Petrowski, Nowacki, Pokorny, & Buccheim, 
2011).  Results showed that more insecure patients rated the therapeutic relationship as more 
satisfying with a therapist with a dismissing style than with a therapist with a preoccupied style. 
In contrast, rather securely attached patients rated the alliance similarly no matter the therapist’s 
attachment style. In this study, attachment style was rated by the AAI and the alliance was rated 
by patients at termination, using the German version of the Helping Alliance Questionnaire 
(HAq). 
 Other research lends some support to the noncomplementarity hypothesis. Bruck and 
colleagues (2006) looked at the interaction between client and therapist attachment styles and the 
therapeutic alliance in 26 clients randomly assigned to either 30 sessions of CBT or short-term 
dynamic therapy. Attachment style was measured using the Relationship Scales Questionnaire 
(RSQ). Patients and therapists rated the alliance after each session with the short version of the 
WAI, although only alliance ratings after the sixth session were used in the analysis. The only 
significant interaction showed that when patients and therapists were more dissimilar on their 
level of attachment security, the therapist-rated alliance was higher. A more recent study also 
provides some additional support (Bucci et al., 2016). In this study, client-therapist dyads that 
were more dissimilar regarding a preoccupied attachment style were associated with having a 
higher therapist-rated alliance. In addition, client-therapist dyads that were more dissimilar 
regarding a dismissing attachment style were associated with having a higher client-rated 
alliance. 




and their interaction and client-perceived alliance early in therapy (Marmarosh et al., 2014). 
Participants were from two different samples of a university-based counseling center and 
community mental health clinic. Forty-six unique client-therapist dyads were used in the 
analysis. Therapist participants were all in training. Attachment style was assessed using the 
ECR-S at the beginning of treatment, and the working alliance was measured using the WAI-
short form between the third and fifth therapy session. A significant interaction was found 
between client and therapist attachment anxiety and the client-rated working alliance. 
Specifically, when therapist attachment anxiety was low, higher levels of client attachment 
anxiety were related to higher client ratings of the alliance. However, when therapist attachment 
anxiety was high, higher levels of client attachment anxiety were related to lower client ratings 
of the alliance. These findings only held for the client-rated alliance.  
 Other studies also provide some evidence for the complex relationship between client and 
therapist attachment style and the therapeutic alliance (e.g., Rubino et al., 2000; Wittenborn, 
2012). Specifically, a client’s level of symptomatology or psychosocial functioning may 
influence the relationship between client and therapist attachment style and the alliance. For 
example, findings from an inpatient setting in Germany with psychodynamically-oriented 
therapists showed that for patients with a higher level of interpersonal problems at intake, higher 
levels of therapist attachment security (assessed by the AAI) was associated with higher alliance 
ratings at termination (assessed by the Haq), than for patients with a lower level of interpersonal 
problems at intake (Schauenburg et al., 2010). However, no significant interactive relationship 
was found for the dismissing or preoccupied attachment dimensions.  
 An analogue study investigated trainee therapists’ responses to videotaped vignettes of a 




(Rubino, Barker, Roth, & Fearon, 2000). Therapists’ responses to the patient’s last recorded 
statement were rated for level of empathy. Results indicated that therapists showed adequate 
levels of empathy. In general, more anxiously attached therapists showed less empathic 
responses than less anxiously attached therapists, although this did not significantly differ across 
patient attachment styles. However, less anxiously attached therapists showed higher empathic 
responding with fearful than secure patients. 
 A simulation study was conducted with marriage/family therapist trainees with “healthy” 
married, heterosexual volunteer couples using emotionally focused therapy (Wittenborn, 2012). 
In this study, the therapists’ attachment style was assessed with the AAI and the volunteer 
couples were instructed as to the attachment style to portray during the simulated therapy 
session. The main result was that the highest alliance scores were given by the person in the 
couple who was instructed to play the attachment style that was the same as the therapist’s style. 
For example, with therapists classified as secure with elements of preoccupation, the partner who 
rated the alliance the highest was the one instructed to portray a preoccupied attachment style. 
This was also the case for the therapist classified as dismissing. However, for the therapists 
classified as secure, there were no differences between the partners’ alliance ratings. The results 
of this study are limited due to the very small sample size (n = 6 therapists), but suggest that the 
interaction between the therapist and client’s attachment styles may affect the therapeutic 
alliance. 
 Overall, due to methodological limitations, the current state of knowledge in this area is 
limited.  
Summary 
 Overall, the available literature on the relationship between client and therapist 




depending on several factors. In addition, it is clear that more research is needed in several of 
these areas. For example, it is possible that inconsistent findings across studies are due to an 
interactive process that was not explored in most studies. Also, there is limited research on client 
engagement with trainee therapists, and several studies include both trainee and experienced 
therapists without exploring differences between the two groups on the dependent variables. The 
available research on attachment style and client attendance and dropout from therapy is mostly 
limited to the role of the client’s attachment style. This literature has shown inconsistent 
findings. From the studies that have found a relationship between client attachment style and 
either attendance or dropout, findings suggest that clients with a more insecure attachment style 
are more likely to dropout from therapy and have shorter treatment lengths than clients with a 
secure attachment style.  
Likewise, there is little research on client and therapist attachment and client self-
disclosure, specifically. The only study to specifically look at client attachment styles and client 
self-disclosure found a trend for higher self-disclosure to therapists among clients with a more 
secure or more preoccupied attachment style and less self-disclosure among clients with a more 
fearful attachment style (Saypol, 2009). Other research that focused on the level of session 
exploration provides some insights into the role of client and therapist attachment styles on client 
self-disclosure. However, based on the limited research, it is difficult to make conclusions about 
this relationship. Rather, a possible interactive relationship needs to be further explored.  
For the domain of alliance, research findings converge in that client secure attachment is 
positively associated with ratings of the therapeutic alliance. Some research also suggests that 
client attachment avoidance and attachment anxiety are both negatively associated with ratings 




therapists and trainees. Findings are more inconsistent regarding the relationship between 
therapist attachment style and alliance. Some research in this area suggests that this relationship 
changes over the course of the therapy, which may account somewhat for inconsistent findings. 
In addition, limited research on the interaction of client and therapist attachment and its 
relationship to the alliance points to the need for more research in this area. 
! Based on the research available, there is a strong relationship between client attachment 
and alliance, and between alliance and therapy outcome. Because of the consistent findings of 
the relationship between alliance and outcome, it is hypothesized that in the current study, the 
alliance will be positively related to the other client engagement measures. The main study aim, 
then, is to explore client and therapist attachment style as predictors of therapy engagement, over 

















RESEARCH AIMS AND HYPOTHESES 
Aim 1: To investigate the relationship between the client’s attachment style, the therapist’s 
attachment style, and the interaction between the client’s and therapist’s attachment styles, and 
the client’s perception of the therapeutic working alliance (Alliance).!
Hypotheses: !
1. Client attachment avoidance and attachment anxiety will be negatively related to ratings of 
the alliance.!
2. Clients with a more secure attachment style (low in attachment avoidance and attachment 
anxiety) will show higher ratings of the alliance than clients with a more insecure attachment 
style.!
3. Therapist attachment avoidance and attachment anxiety will be negatively related to ratings 
of the alliance.!
Exploratory Hypotheses: 
4. A more secure therapist attachment style (low in attachment avoidance and attachment 
anxiety) will be related to higher ratings of the alliance than a more insecure therapist 
attachment style. !
5. A more insecure therapist attachment style (high avoidance and/or anxiety) will be more 
strongly related to the alliance when client attachment avoidance and anxiety are low than a 
more secure therapist attachment style, when controlling for the alliance.!
!
Aim 2: To investigate how a client’s level of engagement during the initial sessions of therapy is 




between the client’s and therapist’s attachment styles, over and above the contribution of the 
alliance. Initial engagement is conceptualized as the client’s regularity of attendance (percentage 
of scheduled sessions 1-4 that client attends) at initial sessions of therapy (Initial Attendance). 
Hypotheses:!
1. Client attachment avoidance will be negatively related to initial attendance at therapy, when 
controlling for the alliance.!
2. Clients with a more secure attachment style (low in attachment avoidance and anxiety) will 
show a higher level of initial attendance at therapy than clients with a more insecure 
attachment style, when controlling for the alliance.!
Exploratory Hypotheses: 
 Based on limited research, the following relationships will be analyzed, but no specific 
hypotheses will be made. 
3. Client attachment anxiety will be related to the level of initial attendance at therapy, when 
controlling for the alliance. 
4. Therapist attachment avoidance and attachment anxiety will be related to clients’ initial 
attendance at therapy, when controlling for the alliance. 
5. Different client-therapist attachment style combinations will have differential effects on 
clients’ initial attendance at therapy, when controlling for the alliance. !
!
Aim 3: To investigate how a client’s level of engagement by the 12th session is influenced by the 
client’s attachment style, the therapist’s attachment style, and the interaction between the client’s 
and therapist’s attachment styles, over and above the contribution of the alliance. Client’s level 
of engagement is conceptualized as the regularity of attendance at sessions (Ongoing 






1. Client attachment anxiety will be related to lower self-disclosure discrepancy, when 
controlling for the alliance. No hypothesis is made as to the relationship with ongoing 
attendance. 
2. Clients with a more secure attachment style (low in attachment avoidance and attachment 
anxiety) will show a higher level of ongoing attendance and self-disclosure discrepancy than 
clients with a more insecure attachment style, when controlling for the alliance.!
Exploratory Hypotheses: 
3. A more secure therapist attachment style (low in attachment avoidance and attachment 
anxiety) will be related to a higher level of ongoing attendance and self-disclosure 
discrepancy than therapists with a more insecure attachment style, when controlling for the 
alliance. !
4. A more insecure therapist attachment style (high avoidance and/or anxiety) will be more 
strongly related to ongoing attendance and self-disclosure discrepancy when client 













Data used in this study were from an ongoing longitudinal study in the Dean Hope 
Center’s (DHCEPS) training clinic on the process and outcome of psychotherapy. !
Participants!
Participants were clients who had or were receiving individual psychotherapy from 
masters or doctoral students in the Clinical and Counseling Psychology programs at Teachers 
College, and the clients’ student-therapists. Participants were all adults, over the age of 18, were 
male and female, and had a range of ethnic, racial, socio-economic, and educational 
backgrounds. !
Data from client participants who completed at least the first set of questionnaires were 
included in the current study. Data included in the study were collected starting in the Fall of 
2012. Most clients completed the questionnaires before their first or second therapy session. Due 
to differences in student-therapist compliance, some clients completed the initial questionnaires 
within the first month of therapy. Clients who entered the study in the middle of therapy were not 
included in the study. 
Figure 1 shows the flow of client participant inclusion and exclusion in the current study. 
In summary, from a pool of 451 potential client participants during the study period, 45% met 
with one of the researchers, and most of these clients signed the consent form (96.1%) and 
completed the baseline questionnaire (95.6%). Of those who completed the baseline 
questionnaire, 181 client participants (93.3%) were included in the current study analysis. Of the 
current study sample, 45.9% completed all of the additional questionnaires needed to measure 




student-therapists were also included. 
 
Figure 1. Flow of research participant inclusion/exclusion based on DHCEPS clinic individual 
therapy clients assigned and in therapy from Fall 2012 through Spring 2015. 
a  From Fall 2012 through Spring 2015. b  Several of these clients were assigned multiple times to different 
therapists.  cClients of masters counseling students were not recruited for the study until Spring 2013. d 
Other reasons included: client was receiving psychological evaluation and not therapy (1), client was 
Spanish-speaking (1), client had schedule conflict and could not meet with researcher (1), and client 
mistakenly completed questionnaires before the consent process (1). e 83 clients completed all of the 
additional questionnaires needed to measure the dependent variables in the present analysis.  
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12 clients excluded 
from present 
analysis!
10, completed baseline 
more than 2 months into 
treatment !
1, in clinic for career 
counseling, had 
therapist outside clinic !
1, client did not 
understand questions!
1 client requested to 
be removed from 
research!
8 Clients Declined 
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247 Clients did not 
Meet with Researcher 
20, declined meeting with 
researcher!
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61, therapist failed to 
schedule meeting with 
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23, notice of assignment was 
not given to research 
coordinator !
28, clients were already being 
seen in clinic for long-term 
and assignment not given to 
research coordinator!
17, missed window for 
completing baseline!
10, clients of masters students 
in Fall 2012c!
4, other reasonsd!
1 Client already 






Characteristics of Adult Clients in DHCEPS Clinic who had at least one individual therapy 
session between Fall 2012 and Spring 2015; n = 367 out of 451 total assigned clients 
Characteristic Number of Clients Percentage of Clients 
Gender   
     Male 123 33.5 
     Female 244 66.5 
Age Range   
     18-35 249 67.8 
     36-65 112 30.5 
     Over 65 4   1.1 
     No Response a 2     .5 
Race/Ethnicity b   
     White 164 44.7 
     Black or African American 58 15.8 
     Hispanic or Latino 62 16.9 
     Asian or Pacific Islander 26   7.1 
     Native American Indian 4   1.1 
     Other c 5   1.4 
     Biracial/Multiracial 19   5.2 
     No Response a 63 17.2 
Education   
     High School/GED d 49 13.4 
     Associate/Bachelor Degree e 188 51.2 
     Advanced Degree f 95 25.9 
     No Response a 35   9.5 
Participated in TOP Research   
     No 172 46.9 
     Yes 195 53.1 
a For these clients, this information was not available in the clinic database. b Total percent exceeds 100 
because clients were able to indicate more than one category. c Includes Black Caribbean (1), Middle 
Eastern (3), and Other(1). d Also includes completion of some high school. e Also includes business or 





 To provide context, Table 1 provides the demographic characteristics of adult clients who 
attended at least one session of individual therapy in the DHCEPS Clinic during the time of data 
collection for the current study. Chi-square analyses indicated no significant differences between 
the clients who participated in the research and those who did not participate in the research for 
the demographic characteristics of gender, age range, and level of education. Analyses did 
indicate that there was a significantly higher percentage of White clients (56.7 vs. 30.8; χ2 (1) = 
24.73, p < .001) and of Asian/Pacific Islander clients (9.8 vs. 4.1; χ2 (1) = 4.53, p = .04) who 
participated in the research than did not participate. No other differences emerged in the other 
race or ethnicity categories. 
 Client participants. Table 2a describes the demographic characteristics of the 181 client 
participants who were included in the current analysis. The majority of client participants were 
female, White, born in the United States, had an Associates or Bachelor degree, had a family 
income under 50K, and were employed full-time. In addition, most client participants were 
single and had never been married, identified as heterosexual, and identified as Catholic or 
Christian or had no religious identification.  The average age of clients was 33.49 years (SD = 
10.79), with clients ranging in age from 18 to 68 years old. 
 Table 2b shows the health and mental health-related characteristics reported by clients at 
baseline. Most clients reported that they were in either good (n = 63, 34.8%) or very good (n = 
74, 40.9%) physical health. Clients reported a range of prior therapy experiences, with an 
average of about two previous therapists and with almost 20% of clients reporting that they 
attended 100 or more previous therapy sessions. Most clients were not currently taking any 
prescribed mental health-related medications and most clients reported no history of psychiatric 




treatment. Overall, mean scores indicated that clients had favorable expectations for therapy 

















Gender   Current Living Situation a   
     Male 63 34.8      Living alone 37 20.4 
     Female 118 65.2      Living with parent(s) 29 16.0 
Race/Ethnicity a        Living with partner 48 26.5 
     White 111 61.3      Living with children 17   9.4 
     Black or African American 35 19.3      Living with other relatives 6   3.3 
     Hispanic or Latino 35 19.3      Living with friends 37 20.4 
     Asian or South Asian 19 10.5      Other b 12   6.6 
     American Indian or Alaska Native 4   2.2 Relationship Status c   
     Other d 1    .6      Single, never married 112 61.9 
     Biracial/Multiracial/Multiethnic 22 12.2      Single, divorced 14   7.7 
Born in the United States  152 84.0      In a significant relationship 25 13.8 
Education        In a sig. relationship, divorced 4   2.2 
     High School/GED e 27 14.9      Married 19 10.5 
     Associate/Bachelor Degree f 107 59.1      Separated 5   2.8 
     Advanced Degree g 47 26.0 Sexual Orientation   
Current Family Income h        Heterosexual 147 81.2 
     < 20 K 64 35.4      Gay or Lesbian 19 10.5 
     20-50 K 60 33.1      Bisexual 12   6.6 
     51-100 K  36 19.9      Not sure 3   1.7 
     > 100 K 9   5.0 Religion i   
Current Employment Status j        Catholic/ Other Christian 57 31.4 
     Employed full-time 80 44.2      Jewish 15   8.3 
     Employed part-time 43 23.8      Other 12   6.7 
     Full-time student 20 11.0      None 69 38.1 
     Unemployed, looking for work  25 13.8      None- identifies as Spiritual 9   5.0 
     Unemployed, not looking for work 5   2.8      None- Other indicated 18   9.9 
     Working, but not for money 6   3.3    
a Total percent exceeds 100 because clients could indicate more than one category. b Includes “living with roommates” (2). c Relationship Status: 2 
clients did not respond to this question. d Specified as “human being.” e Also includes completion of some high school. f Also includes business or 
trade school. g Includes masters, doctoral, and other advanced degrees. h Income: 12 clients did not respond to this question. i Religion: 1 client did 





Baseline Health and Mental Health-related Characteristics and Expectations for Therapy of 
Client Participants included in Present Analysis; n = 181 
Note. For Therapy Expectations, clients rated each question from 1 (minimally 
successful/helpful) to 7 (greatly successful/helpful). 
a Clients who reported having 100 or more previous therapy sessions were coded as “100;” 
Thirty-five clients were coded in this category. 
b This only included clients who reported less than 100 previous therapy sessions. 
  
Characteristic n M SD Min Max 
Number of Previous Therapists 181   2.09 2.06 0 10 
Number of Previous Therapy Sessions  164 35.15 37.95 0  100 a 
    Clients reporting less than 100 prior sessionsb 129 17.56 19.30 0 88 
Number of Mental Health-Related  
           Hospitalizations 
178    .20 .75 0 5 
Times Seen Physician for Medical Reasons  
           in Past 2 Months 
181    .88 1.42 0 11 
Prescription Medications Currently Taking 181 .67 1.08 0 7 
Current Medications for Mental Health Issues 180 .21 .59 0 4 
Therapy Expectations      
     How successful will therapy be? 168 5.17 1.30 1 7 
     How successful in giving you a greater sense 
of self-acceptance? 
167 5.00 1.42 1 7 
     How successful in increasing your capacity to 
relate well to others? 
165 4.93 1.46 1 7 
     How successful in increasing your capacity to 
work productively? 
167 5.09 1.44 1 7 
     How successful in increasing your self-
understanding? 
167 5.50 1.28 1 7 
     How successful in reducing the severity of 
your symptoms? 




 Student-therapist participants. Student-therapists were trainees in either the masters or 
doctoral Counseling Psychology program, or the doctoral Clinical Psychology program at 
Teachers College, who were working with clients at DHCEPS. Tables 3a and 3b present the 
demographic characteristics for the 118 student-therapists whose clients were included in the 
study. Of note, the majority of student-therapists were female, White, in their mid to late 20s, 
and in the Masters Counseling program. Although the majority of student-therapists identified as 
White, almost one quarter of the student-therapists identified as Asian or Pacific Islander 
(23.7%), followed by Black or African American (11.9%), and Hispanic or Latino (9.3%). Most 
student-therapists were in the second year of their program, and reported an average of eight and 
a half months of experience providing psychotherapy, indicating that they were beginning 
therapists. Most of the student-therapists had received their own personal psychotherapy, 
primarily from a psychodynamic or psychoanalytic perspective. On average, these student-














Table 3a  
Characteristics of Student-Therapists whose Clients are included in Present Analysis; n = 118 




Gender   
     Male 32 27.1 
     Female 86 72.9 
Race/Ethnicity a   
     White 68 57.6 
     Black or African American 14 11.9 
     Hispanic or Latino 11   9.3 
     Asian or Pacific Islander 28 23.7 
     American Indian or Alaska Native 1    .8 
     Arab or Middle Eastern 5  4.2 
     Other b 4  3.3 
Graduate Program   
     Masters Counseling 76 64.4 
     Doctoral Clinical 27 22.9 
     Doctoral Counseling 15 12.7 
Year in Graduate Program   
     First Year 12 10.2 
     Second Year 97 82.2 
     Third Year 9   7.6 
Has ever been in Own Personal Psychotherapy c 90 76.3 
Primary Modality of Longest Personal 
Psychotherapy d 
  
     Psychodynamic/Psychoanalytic 45 50.0 
     Cognitive-Behavioral/Behavioral 14 15.6 
     Person-Centered/Client-Centered 8   8.9 
     Other Specified 15 16.7 
Note. Six therapists included (all in masters counseling program) did not complete survey, so 
data is only available for 118 therapists.  
a Total percent exceeds 100 because therapists were able to indicate more than one category. b 
Includes Jewish (2), Multicultural (1), and Multiracial (1). c One therapist declined to answer this 










Characteristics of Student-Therapists whose Clients are included in Present Analysis, continued; 
n = 118 
Characteristic n M SD Min Max 
Age 117 27.04   4.25 22 46 
Experience Providing Therapy- Months 118   8.50 12.08 0 60 
Experience in Personal Therapy- Months 88a 28.02 34.51 1 240 
Note. Six therapists included did not complete the survey, so data is only available for 118 
therapists.  
a  Two therapists indicated that they had their own personal psychotherapy, but did not indicate 
the length of time. 
 
Measures 
Beck Depression Inventory, Second Edition (BDI-II; Beck, Steer, & Brown, 1996). 
The BDI-II is a 21 item self-report measure of the severity of symptoms of depression during the 
previous two weeks in adolescents and adults. Each item is a list of four statements arranged in 
increasing severity about a particular symptom of depression, rated on a 4-point scale ranging 
from 0 to 3. Responses to items are added to make a total score, with higher scores indicative of 
a higher severity of depressive symptoms; 0 – 13 = minimal, 14 – 19 = mild, 20 – 28 = moderate, 
and 29 – 63 = severe.  
Norms for this measure have been minimally researched. However, some findings 




measure was 10.6 (SD = 10.9; Roelofs et al., 2013). Steer and colleagues (1998) found a mean 
score of 28.64 in a sample of 210 clinically depressed adult outpatients. Among a pooled sample 
of over 15,000 college students, the mean score on the measure was 9.14 (SD = 8.45; Whisman 
& Richardson, 2015).  
Research has supported the reliability and concurrent validity of this measure, with an 
average Cronbach’s alpha of .92 and .93 for clinical and non-clinical individuals, respectively 
(Dozois, Dobson, & Ahnberg, 1998). In the current sample, Cronbach’s alpha was .89 for the 
baseline data and .93 for the follow-up data. 
Demographics. Demographic information was collected from clients from the Treatment 
Outcome Package (TOP; Kraus, Seligman, & Jordan, 2005) and the Disclosure to Therapist 
Inventory (DTI-IV; Farber, Berano, & Feldman, 2008), including gender, age, race/ethnicity, 
education, income, relationship status, sexual orientation, current living situation, employment 
situation, immigration status, and religion, among other variables. Therapists also completed a 
demographic questionnaire (Therapist Information Form), including questions on age, gender, 
race/ethnicity, type of graduate student (Masters, Doctoral), experience providing psychotherapy, 
and experience receiving psychotherapy. The therapist questionnaire was developed for this 
study.!
Disclosure to Therapist Inventory-IV (DTI-IV; Farber, Berano & Feldman, 2008). The 
DTI-IV is a multi-item questionnaire that measures various aspects of client self-disclosure and 
client’s perceptions of therapy success. The main part of the questionnaire includes 30 
moderately to highly intimate topics that may be discussed in therapy. Clients were asked to 
indicate for each item the extent to which that topic has been discussed in therapy on a five-point 




the topic to them, also on a five-point Likert scale (from 1- minor to 5- great).  
For this study, several variables of client self-disclosure were calculated. Client self-
disclosure extent was calculated as the average level of self-disclosure across all topics. Client 
self-disclosure discrepancy was operationalized as the average of the concordance of the level of 
disclosure for important and relevant topics, in the form of a discrepancy score. A discrepancy 
score was calculated as the numerical difference between the extent a topic is discussed and its 
perceived importance/relevance. A positive discrepancy score indicates that a client disclosed 
about this topic in therapy more than that topic’s perceived importance to the client, whereas a 
negative discrepancy score indicates that the client disclosed less on the topic than is expected, 
given the perceived importance of the topic to the client. Research with previous versions of the 
questionnaire (Farber & Sohn, 1997) have found that the overall extent of self-disclosure is 
significantly positively related to the percentage of “who you truly are” that is revealed to the 
therapist (r = .36) and the length of time in therapy (r = .45). An alternative self-disclosure 
measure was calculated that focused on level of self-disclosure of only those topics that are 
important and relevant to the client. A client self-disclosure extent (modified) variable was 
created based on the average extent of self-disclosure of only those items that were rated a 4 or 5 
on the level of importance/relevance to the client. In the current study, the average number of 
items rated as either a 4 or 5 on the level of importance across participants was 14.22 (SD = 5.59, 
range = 3 – 27 items). In the current sample, Cronbach’s alpha was .88 for the extent of self-
disclosure sub-scale and .86 for the importance/relevance subscale.  
Experiences in Close Relationships Scale- Short Form (ECR-S; Wei, Russell, 
Mallinckrodt, & Vogel, 2007). This is a 12-item measure of a general pattern of adult attachment 




is rated on a seven-point Likert scale (1- strongly disagree to 7- strongly agree). Higher scores 
(range of 1-7) on each subscale indicate higher levels of attachment avoidance and attachment 
anxiety, respectively. Both clients and their therapists completed this measure.  
The six studies that were used to document the short form’s psychometric properties 
included samples of undergraduates (Wei et al., 2007). Internal consistency ranged from .77 to 
.86 for the Anxiety subscale and from .78 to .88 for the Avoidance subscale. Over a three-week 
and one-month period, respectively, test-retest reliability showed relatively stable results (r = .82 
and .80 for the Anxiety subscale; r = .89 and .83 for the Avoidance subscale). Confirmatory 
factor analyses indicated a relatively good fit for the two-factor model. Construct validity of the 
measure was shown by the positive associations between attachment anxiety and reassurance 
seeking, psychological distress, depression, anxiety, interpersonal distress, loneliness, and 
emotional reactivity; and between attachment avoidance and psychological distress, depression, 
anxiety, emotional cutoff, interpersonal distress, and loneliness; and by the negative associations 
between attachment avoidance and fear of intimacy and comfort with self-disclosure. In addition, 
attachment anxiety and avoidance were only weakly associated with social desirability. Across 
studies, validity for the short and original versions of this measure was found to be equivalent. In 
addition, the results were comparable when the short form was embedded within the original 
version and when it was administered as a stand-alone measure. 
Information from studies included in the literature review indicate the range of mean 
scores on this measure for clients in university counseling centers, a community clinic, and 
training clinics as 2.53-3.54 for the Avoidance subscale and 3.45-4.35 for the Anxiety subscale. 
The range of mean scores on this measure for therapists, the majority of whom were trainees, 




 In the current study, Cronbach’s alpha on this measure for the Attachment Anxiety 
subscale was .79 for the student-therapist participants and .78 for the client participants. For the 
Attachment Avoidance subscale, Cronbach’s alpha was .81 for the student-therapist participants 
and .82 for the client participants. 
Therapy attendance. Information on client therapy attendance (number of sessions 
attended, canceled, and no-showed in the first 12 scheduled sessions, excluding if the clinic was 
closed for weather or a holiday or the therapist canceled the session) in the current therapy was 
collected from a review of clinic files. Clients’ initial engagement in therapy was measured by 
attendance at the initial therapy sessions (percentage of scheduled sessions 1-4 that client 
attended). Clients’ ongoing engagement in therapy was measured by attendance after the initial 
therapy sessions (percentage of scheduled sessions 5-12 that client attended).  !
Treatment Outcome Package (TOP; Kraus, Seligman, & Jordan, 2005). The TOP 
consists of 58 items covering several psychiatric symptoms, work, and social functioning, and 14 
items regarding life stressors and events in the past month and year. The data are analyzed by a 
computer, and a report is provided. Scores are standardized and are presented as z-scores for ease 
of comparison.  
Confirmatory and factor analyses with five large client samples (n = 19,801) showed that 
the TOP has very good factorial structure with a Goodness-of-Fit Index above .95, a 
Comparative Fit Index of .95, and a Non-Normed Fit Index of .94 (Kraus et al., 2005; Youn, 
Kraus, & Castonguay, 2012). Internal consistency has ranged from .53 to .93, and test-retest 
reliability has ranged from .76 to .94. Subscale reliability ranged from .87 to .94 for all scales 
except the Mania subscale. There is evidence of convergent validity with the Beck Depression 




Inventory-2, the Basis 32, and the SF-36. The TOP has been found to have almost no ceiling 
effects and is able to capture a wide range of clinical severity (up to more than two standard 
deviations from the norm). The TOP has an average rate of 84% of correctly classifying 
individuals as a member of a clinical or general population. Clinical norms were established 
using over one million participants across large samples, and general population norms were 
established using 2,000 participants.  
Working Alliance Inventory- Short Form (WAI- Short Form: Client Version; Tracey 
& Kokotovic, 1989). This is a 12-item measure of the therapeutic/working alliance completed by 
clients about three months into therapy. For each item, clients rate their first impressions of how 
often the statement describes the way they feel or think about their therapist on a seven-point 
Likert scale (1- never to 7- always). Higher scores indicate a stronger working alliance, as 
perceived by the client. This shorter version of the WAI was constructed by including the four 
items with the highest loadings in a factor analysis for each of the three components of alliance 
(Task, Bond, and Goal). However, according to the statistical analysis, the shortened 
questionnaire primarily measures an overall alliance factor. Internal consistency for the short 
form has been reported as .98 (Cronbach’s alpha; Tracey & Kokotovic, 1989). In the current 
sample, Cronbach’s alpha was .85 for the client-rated working alliance. 
Procedure!
Client participants were first introduced to the study by a printed handout describing the 
research. The handout was either mailed to the client before therapy began, and/or was viewed 
on the clinic webpage containing the application and informed consent for services, or was given 
to the client by their individual therapist during one of the first treatment sessions. The therapist 




discuss and possibly participate in the research either before the first therapy session, or before or 
after the therapy session following the client receiving the research handout. During the 
scheduled time, the research coordinator (or research assistant) met with the client to discuss the 
study, any questions or concerns, and the client’s willingness to participate. The research 
assistant used simple language to explain the study to the client, and emphasized that 
participation was voluntary and services would not be affected if the client chose not to 
participate. In addition, the research assistant explained that the participant’s data were 
confidential between the research coordinator, the client, and the client’s therapist. In other 
words, although the research data were kept in a separate secure area from the client’s clinical 
file, the client’s therapist did have access to the client’s research data. The research assistant 
explained that the purpose of this was that the client was providing information that was 
clinically relevant and might help inform the treatment. If the client agreed to participate, the 
informed consent (see Appendix A) was signed and the client completed the research 
questionnaires. The discussion of the informed consent and completion of the questionnaires 
occurred in a private treatment room, and usually took 30 to 45 minutes. Participants were not 
compensated for their participation. !
The research assistant followed up with each participant and requested his or her further 
participation every three months, until the client terminated treatment at the clinic or declined to 
participate further in the study. Initial questionnaires and consent forms were administered in the 
clinic in a private treatment room. Follow-up measures were completed either on paper or a 
computer in a private room in the clinic or on the client’s personal computer at home. A separate 
consent form was completed in order for the administration of the follow-up measures through 





All clients and their therapists were assigned a special code generated by the Treatment 
Outcome Package measures. The consent forms and questionnaires containing clients’ codes 
were kept in a cabinet in a locked office at the DHCEPS’ research office. Only members of the 
research team (principal investigators and graduate research assistants) and the clinicians 
working with the participant had access to the research material. !
Any distress a subject experienced or reported in the questionnaires was addressed to the 
attention of the client’s therapist. In addition, therapists were required to review a client’s results 
if there were significant elevations on any of the TOP scales and/or the BDI-II scale. Supervisors 
of the masters’ students were also informed of the research results, and students routinely 
brought their client’s research results to group supervision to discuss the results as they related to 
the client’s treatment. 
At the beginning of their first therapy practicum at the DHCEPS, student-therapist 
participants were given an orientation to the research and a printed letter detailing the purpose of 
the research and the requirements for participation (see Appendix B). This letter was used as the 
consent form for student-therapists. The student-therapists were then emailed a secure link to 
complete the initial questionnaires. Student-therapists completed the initial questionnaire (ECR-S 
measure and Therapist Information Form) at the beginning of their first practicum at the clinic. 
Every three months, they completed follow-up questionnaires (WAI-Short Form) for all of their 
clients participating in the research. All data were collected from student-therapists using an 
online survey through Qualtrics.  
Of note, IRB approval was obtained for the ongoing longitudinal study and a separate 




Data Analysis  
Operationalization of variables. Clients’ initial engagement in therapy was measured 
by attendance at the initial therapy sessions (percentage of scheduled sessions 1-4 that client 
attended; Initial Attendance). Clients’ ongoing engagement in therapy was measured by four 
separate variables, Ongoing Attendance (percentage of scheduled sessions 5-12 that client 
attended), Client Self-Disclosure Discrepancy (discrepancy between level of disclosure of topics 
and important/relevance of topics), Client Self-Disclosure Extent- Modified (average extent 
disclosure on topics rated as 4 or 5 on importance/relevance) and client ratings of the therapeutic 
Alliance. Higher scores for Initial Attendance, Ongoing attendance, Self-Disclosure Extent - 
Modified, and the Alliance indicate a higher level on the variable being measured. For Self-
Disclosure Discrepancy, a positive score indicates higher average self-disclosure relative to a set 
of therapy topics’ perceived importance or relevance to the client, whereas a negative score 
indicates lower average self-disclosure relative to a set of therapy topics’ perceived importance 
or relevance to the client.  
Additional variables of client and therapist attachment security were created to 
investigate related hypotheses. First, categorical variables for client and therapist attachment 
anxiety and attachment avoidance were created with two levels for each variable (low, high), 
corresponding to those values that were below and above the median in the current sample. 
Categorical variables for client attachment security and therapist attachment security were then 
created, with two levels for each variable (secure, insecure) based on the categorical variables of 
attachment anxiety and attachment avoidance. Specifically, clients and therapists who were low 
on both attachment anxiety and avoidance were labeled as secure under attachment security, and 




created for client and therapist attachment anxiety and attachment avoidance with three levels for 
each variable (low, moderate, and high), corresponding to each third of the values on the variable 
in the current sample.  
Preliminary analyses. Preliminary analyses included descriptive statistics of all relevant 
variables for the student-therapist and client participants. In particular, analyses explored the 
distribution on the variables according to gender, race, ethnicity, type of therapist (doctoral vs. 
master’s student), and therapist clinical experience. These descriptive statistics helped to inform 
any potential effects of gender, race, and culture, as well as therapist characteristics, on the 
dependent variables of client engagement. Any characteristic identified as having a significant 
effect on the dependent variables was subsequently included in the regression analyses as a 
control variable. In addition, analyses compared (1) the clients who participated in the research 
to those clients who were seen in the clinic during the same period but did not participate in the 
research, and (2) the client participants who completed the follow-up questionnaires to those 
client participants who did not complete the follow-up questionnaires. Additionally, 
intercorrelational analyses were run looking at associative relationships between the independent 
and dependent variables of client engagement.  
Main analyses. To explore the main research aims, the analysis focused on a series of 
hierarchical regression models, looking at each client engagement variable separately. Of note, a 
comprehensive path analysis model would more concisely address the research aims by looking 
at the predictors and measures of engagement in a single model. However, preliminary analyses 
indicated findings that could not be interpreted, given the poor model fit and extremely large 
error variances. Therefore, an alternative analytic method was pursued. 




Aim 1: To investigate the relationship between the client’s attachment style, the therapist’s 
attachment style, and the interaction between the client’s and therapist’s attachment styles, and 
the client’s perception of the therapeutic working alliance. 
 A hierarchical regression analysis was run, with client and therapist attachment style as 
predictors of the client-rated alliance. In the model, the main predictor variables included two 
continuous variables related to client attachment style (Client Attachment Anxiety and Client 
Attachment Avoidance), two continuous variables related to therapist attachment style (Therapist 
Attachment Anxiety and Therapist Attachment Avoidance), and four interaction terms (Client 
Attachment Anxiety X Therapist Attachment Anxiety, Client Attachment Anxiety X Therapist 
Attachment Avoidance, Client Attachment Avoidance X Therapist Attachment Anxiety, and 
Client Attachment Avoidance X Therapist Attachment Avoidance). Control variables were 
entered in Step 1, followed by main effect terms in Step 2, and interaction terms in Step 3. A 
similar procedure was used for all subsequent hierarchical regression models.!
In order to investigate hypotheses related to client and therapist attachment security, 
separate univariate ANOVAs were run, using the two-level categorical variables of client 
attachment security and therapist attachment security as independent variables and the client-
rated alliance as the dependent variable. Control variables were also included.  
!
Aim 2: To investigate how a client’s level of engagement during the initial sessions of therapy is 
influenced by the client’s attachment style, the therapist’s attachment style, and the interaction 
between the client’s and therapist’s attachment styles, over and above the contribution of the 
alliance.  




(main effects and interactions, as outlined for Research Aim 1) as predictors, the client-rated 
alliance as the initial control variable (Step 1), and Initial Attendance as the dependent variable. 
Additional control variables were entered in Step 2. 
To investigate the hypothesis related to client attachment security, a univariate ANOVA 
was run, with the two-level categorical variable of client attachment security as the independent 
variable and initial attendance as the dependent variable. Control variables in the analysis 
included the client-rated alliance and additional control variables. 
 
Aim 3: To investigate how a client’s level of engagement by the 12th session is influenced by the 
client’s attachment style, the therapist’s attachment style, and the interaction between the 
client’s and therapist’s attachment styles, over and above the contribution of the alliance. !
Separate hierarchical regression analyses were run for each of the other client 
engagement variables as dependent variables (Ongoing Attendance, Client Self-Disclosure 
Discrepancy, and Client Self-Disclosure Extent- Modified). In these analyses, client and therapist 
attachment style (main effects and interactions, as outlined for Research Aim 1) were entered as 
predictors, and the client-rated alliance was entered as the initial control variable (Step 1).  
Additional control variables were entered in Step 2, where applicable. 
To investigate hypotheses related to client and therapist attachment security, separate 
univariate ANOVAs were run, using the two-level categorical variables of client attachment 
security and therapist attachment security that were created as independent variables and each of 
the other client engagement variables as dependent variables (Ongoing Attendance, Client Self-
Disclosure Discrepancy, and Client Self-Disclosure Extent- Modified). Control variables in the 







 Client participants. Table 4 provides clients’ scores on the symptom and attachment 
measures at the beginning of treatment. On the TOP measure, total scores for the clinical scale 
reflected the total score of all items on this scale. Higher total scores indicate greater frequency 
of reported symptoms in the previous two weeks. Scores on the TOP clinical scales are reported 
in comparison to the general population. The scales that showed the most clients with significant 
elevations from mild to extreme severity included the Depression scale (46.7% of clients), the 
Social Conflict scale (30.7%), and the Substance Abuse scale (33.1%, with 20.8% of clients with 
elevations of extreme severity). In addition, some clients showed significant elevations on the 
Suicide scale (13.3%) and the Violence scale (9.1%), indicating that these clients were reporting 
at least ideation regarding harming themselves or others. The majority of clients (63.9%) were 
also elevated on the Quality of Life scale, indicating that they were reporting a lower perception 
of quality of life. Clients reported an average of about six types of stressors occurring in the past 
year (TOP- Stressors in Past Year), and reported that these stressors affected them on average a 
little of the time in the past month (TOP Stress Frequency Score). Clients had an average score 
of 15.71 (SD = 10.07) on the BDI-II measure, indicating an average level of mild severity of 
depressive symptoms. The large standard deviation indicates that most clients had scores ranging 
from minimal to moderate severity of depressive symptoms, although some clients did score in 
the severe range. In comparison to norms on this measure in a community sample (M = 10.6, SD 
= 10.9; Roelofs et al., 2013), scores on the BDI-II in the current sample were several points 
























Note. TOP = Treatment Outcome Package Adult Clinical and Case-Mix questionnaire. BDI-II = Beck Depression Inventory, 2nd Edition. ECR-S= 
Experiences in Close Relationship Scale- Short Form. TOP Clinical Scales scores are reported in standard deviations from the general population 
with a mean score of 0. ns = not clinically significant, ? = questionable severity, * = mild severity, ** = moderate severity, *** = extreme severity.
      Potential Range  Severity Score (% of clients) 
Characteristic n M SD Min Max Min Max   ns ? * ** *** 
TOP Clinical Total Score 157 266.37 27.04  151   314 58 348       
     Depression Scale 180      1.51  1.39  -.88    5.40 -1.04 5.48  33.9 19.4 11.7 19.4 15.6 
     Mania Scale 180      -.05    .86 -1.19   4.49 -1.19 5.35  88.9   7.2  1.1  1.1  1.7 
     Panic Scale 177       .55  1.51  -.62   8.67 -0.62 8.67  76.3   6.2  2.8  6.2  8.5 
     Psychosis Scale 179       .82  1.74  -.65 11.30 -0.65 12.26  62.6 14.5  6.1  8.4  8.4 
     Substance Abuse Scale 178     1.59  3.00  -.34 15.06 -0.34 18.91  58.4   8.4  3.9  8.4 20.8 
     Social Conflict Scale 179       .75  1.41 -1.15   4.66 -1.15 5.41  59.8   9.5 11.7 10.1  8.9 
     Sexual Functioning Scale 175       .41  1.28 -1.00   6.00 -0.80 5.97  72.6 11.4  5.7  4.6  5.7 
     Sleep Scale 179       .55  1.32 -1.06   4.63 -1.06 4.63  67.6 10.1  6.1 11.2  5.0 
     Suicide Scale 179       .67  1.33  -.20   8.59 -0.20 16.31  76.5 10.1  1.1  6.1  6.1 
     Violence Scale 177       .13  1.14  -.28   6.45 -0.28 20.47  87.6   3.4  2.3  2.3  4.5 
     Work Functioning Scale 178       .27  1.46 -1.00   7.00 -1.12 6.33  78.2   8.9  5.0  4.5  3.4 
     Quality of Life Scale 180     1.81  1.14 -1.06   4.22 -1.59 4.23  23.9 12.2 17.2 28.9 17.8 
TOP Stress Frequency Score 177 23.84 13.98 0 76.92 14 84       
TOP – Stressors in Past Year 159  6.06  2.64 0 14 0 14       
BDI-II Total Score 180 15.74 10.07 0 45 0 63       
ECR-S Attachment Anxiety 173  4.24  1.31 1.17 7.00 1 7       




 Figure 2 shows boxplots of the range of scores on attachment anxiety and attachment 
avoidance (ECRS scores) for clients included in this study. Clients’ level of attachment anxiety 
covered a broad range, with a median of 4.17, which was similar to the average score of 4.24 (SD 
= 1.31). Clients’ level of attachment avoidance also covered a broad range (Median = 2.83, M = 
3.08, SD = 1.27). In comparison to the range of mean scores documented in the literature for 
clients seen either in training clinics or with primarily trainees (e.g., Marmarosh et al., 2009; 
2014; Romano et al., 2008; Sauer, Anderson, Gormley, Richmond, & Preacco, 2010), clients in 
this study had comparable scores on attachment avoidance (as compared to a range of 2.53-3.54), 





Figure 2. Boxplots of range of client ECRS scores in the current sample: Client Attachment 
Anxiety and Avoidance. Median of Client Attachment Anxiety is 4.17. Median of Client 
Attachment Avoidance is 2.83. Potential range of scores is from 1 to 7. 
 
 Table 5 provides information on the symptom measures and the dependent variables at 
the 3-month follow-up. On the TOP clinical scale, clients reported similar to slightly higher 
average scores than they did at baseline, suggesting that overall symptom functioning did not 
change (TOP Clinical Total Score). Clients reported an average of about five types of stressors 




affected them on average a little of the time in the past month (TOP Stress Frequency Score). 
Clients who completed the follow-up measures reported an average score of 11.02 (SD = 10.16) 
on the BDI-II, indicating an average level of minimal severity of depressive symptoms. This is 
an overall decrease from baseline, but the large standard deviation indicates that most clients had 
scores ranging from minimal to moderate severity of depressive symptoms. In addition, some 
clients continued to have scores in the severe range.  
 On average, clients rated positively the alliance with their therapist, and this was 
similarly reflected by the therapists’ average rating of the alliance with their clients. Clients 
showed a somewhat higher average level of disclosure to their therapists on topics that clients 
identified as highly important or relevant to them than on all of the topics rated. Clients also 
showed an average negative self-disclosure discrepancy score, indicating that clients generally 
disclosed less on a topic than was expected, given the perceived importance and relevance of the 
topic to the clients. On average, clients attended most of the initial four sessions of therapy  (M = 
3.45 sessions, Mdn = 4 sessions), and about 5 of the next 8 scheduled sessions (Mdn = 6 
sessions), for a total average attendance of 8.48 sessions of the first 12 sessions of therapy (Mdn 
= 9 sessions). Figure 3 depicts the total number of sessions attended and the corresponding 












Follow-up Clinical Characteristics of Client Participants included in Present Analysis; n = 181 
Characteristic n M SD Min Max 
Potential Range 
Min Max 
TOP Clinical Total Score 62 274.77 28.75 218 321 60 360 
TOP Stress Frequency Score 81   21.55 12.04  2.86 57.14 14 84 
TOP- Stressors in Past Year 85    5.49   2.15 1 10 0 14 
BDI-II Total Score 84  11.02 10.16 0 47 0 63 
Client WAI Total Score 84  70.45 11.38 30 84 12 84 
Therapist WAI Total Score 98  64.23   9.22 43 84 12 84 
Client Self-Disclosure- Extent 83   2.94     .60  1.70 4.56 1 5 
Client Self-Disclosure-Extent modified 83   3.93     .55  2.27 4.93 1 5 
Client Self-Disclosure- Discrepancy 83   -.29 .40 -1.80  .92 -5 5 
Number of Sessions 1-4 Attended 181   3.45 .78 1 4 1 4 
Number of Sessions 5-12 Attended 181   4.99 2.41 0 8 0 8 
Number of 1st 12 Sessions Attended 181   8.48 3.23 1 12 1 12 
Initial Attendance- Percentage a 181 86.74 19.46 25.00 100.00 25 100 
Ongoing Attendance- Percentage a 181 73.52 28.26 0 100.00 0 100 
Total Attendance- Percentage a 181 78.83 25.70  8.33 100.00 8.33 100 
Note. TOP = Treatment Outcome Package Adult Clinical and Case-Mix questionnaires. BDI-II = 
Beck Depression Inventory, 2nd Edition. Client WAI = Client-rated Working Alliance Inventory- 
Short Form. Therapist WAI = Therapist-rated Working Alliance Inventory- Short Form, α = .80. 
Client Self-Disclosure- Extent = Average extent disclosure score from Disclosure to Therapist 
Inventory (DTI-IV), possible range of scores is 1 (not at all) to 5 (thoroughly). Client Self-
Disclosure- Discrepancy =Average discrepancy score between extent disclosed and importance 
of item from DTI-IV. Client Self-Disclosure- Extent Modified = Average extent disclosure score 
of items rated a 4 or 5 in terms of importance/relevance from DTI-IV, possible range of scores is 
1 (not at all) to 5 (thoroughly). Initial Attendance = Percentage of Sessions 1-4 Attended. 
Ongoing Attendance = Percentage of Sessions 5-12 Attended.  Total Attendance = Percentage of 
1st 12 Sessions Attended. 





Figure 3. Bar chart of the total number of the first 12 scheduled sessions attended and the 
corresponding percentage of clients. 
 
 Student-therapist participants. Table 6 presents the scores on the attachment variables 
for the 118 student-therapists whose clients were included in the study. Figure 4 shows boxplots 
of the range of scores on attachment anxiety and attachment avoidance (ECRS scores) for 
student-therapists included in this study. Therapists’ level of attachment anxiety covered a broad 
range, with a median of 3.5, which was similar to the average score of 3.48 (SD = 1.08). 




.95), and there was one identified outlier in the sample (value = 4.83).  In comparison to the 
range of mean scores for therapists (mostly trainees) on this measure documented in the literature 
(2.00-2.46 for the Avoidance subscale and 2.39-3.38 for the Anxiety subscale; e.g., Marmarosh 
et al., 2014; Romano et al., 2008), therapists in this study had comparable scores on attachment 
avoidance, and slightly higher scores on attachment anxiety. 
 
Table 6 
Scores on Attachment Avoidance and Attachment Anxiety for Student-Therapists whose Clients 
are included in Present Analysis, n = 118 
Characteristic n M SD Min Max 
Potential Range 
Min Max 
ECR-S Attachment Anxiety 118  3.48  1.08 1.17 6.17 1 7 
ECR-S Attachment Avoidance 118  2.34   .95 1 4.83 1 7 





Figure 4. Boxplots of range of student-therapist ECRS scores in the current sample: Therapist 
Attachment Anxiety and Avoidance. Median of Therapist Attachment Anxiety is 3.5. Median of 
Client Attachment Avoidance is 2.17. One outlier on therapist attachment avoidance variable had 
a value of 4.83. Potential range of scores is from 1 to 7. 
 
Preliminary Analyses 
 Comparison of clients that completed vs. did not complete follow-up. ANOVA 
analyses were run comparing those client participants that completed at least part of the follow-




statistically significant results were with the attendance variables (see Table 7). Results indicated 
that those client participants who completed at least part of the follow-up questionnaire had 
higher percentages of attendance throughout the first 12 sessions of treatment. There were no 
other significant differences between the two groups in terms of demographic or baseline clinical 
characteristics, expectations for therapy, or therapist characteristics. 
 Several of the clients did not complete the follow-up questionnaire because they were no 
longer receiving individual therapy services in the clinic by the time the follow-up was due. 
Specifically, among those clients who did not complete any part of the follow-up questionnaire, 
21 of the clients initiated termination of therapy for various reasons (23.08%), three clients 
(3.30%) were deemed to be inappropriate to be seen in the clinic and were referred elsewhere, 

















Comparison of Percentage Attendance between those Clients who completed vs. those Clients 
who did not complete the Follow-up Questionnaire 
Attendance 
Completed Follow-Up  
(n = 90) 
Did not Complete Follow-Up  
(n = 91) 
n M SD Min Max n M SD Min Max 
Initial *** 90 93.33 12.32 50 100 91 80.22 22.83 25 100 
Ongoing *** 89 83.05 16.07 25 100 86 63.66 34.26 0 100 
Total *** 90 89.45 13.13 41.67 100 91 68.32 30.42 8.33 100 
Note. Initial Attendance = Percentage of Sessions 1-4 Attended; F (1, 207) = 23.06, p < .001. 
Ongoing Attendance = Percentage of Sessions 5-12 Attended; F (1, 207) = 23.24, p < .001.  
Total Attendance = Percentage of 1st 12 Sessions Attended; F (1, 207) = 36.69, p < .001. All 
measures were adjusted based on the number of possible sessions out of 12 for each client. 
*** p ≤ .001 
 
 Intercorrelations. Table 8 provides bivariate intercorrelations for the independent 
variables (therapist and client attachment style) and the dependent variables. Of note is the lack 
of significant correlations between the therapist and client attachment variables and most of the 
dependent variables. There was found only a significant negative relationship between client 
attachment anxiety and percentage attendance at initial sessions. The dependent variables tended 
to show significant positive correlations with each other. Except for the Initial Attendance 
measure, all of the other dependent variables showed significant positive relationships with the 




Intercorrelations for Independent (1-4) and Dependent Variables (5-11) 
Variable/Measure 1 2 3 4 5 6 7 8 9 10 
1. Client ECR-S Attachment Anxiety  --          
2. Client ECR-S Attachment Avoidance  .05  --           
3. Therapist ECR-S Attachment Anxiety -.07  .03  --              
4. Therapist ECR-S Attachment Avoidance -.10 -.01      .41** --       
5. Client WAI Total Score  .12 -.10  .03 -.13   --            
6. Client DTI-IV Extent Score  .21  .14 -.12 -.11 .43**   --     
7. Client DTI-IV Extent Score- Modified  .08 -.03  .04  .02 .56** .63**    --    
8. Client DTI-IV Discrepancy Score -.10 -.11  .03 -.06 .45** .31** .69**        --   
9. Initial Attendance   -.15*   .08 -.06 -.05  .05  .09   .14 .28*        --  
10. Ongoing Attendance -.01   .13 -.10 -.07 .30**  .15 .28**    .13 .50** -- 
Note. ECR-S= Experiences in Close Relationship Scale- Short Form. Client WAI = Client-rated Working Alliance Inventory- 
Short Form. !Client DTI-IV Extent Score = Average extent disclosure score from Disclosure to Therapist Inventory.  Client DTI-
IV Extent Score- Modified = Average extent disclosure score of items rated a 4 or 5 in terms of importance/relevance from 
Disclosure to Therapist Inventory. Client DTI-IV Discrepancy Score =Average discrepancy score between extent disclosed and 
importance of item from Disclosure to Therapist Inventory. Initial Attendance = Percentage of Sessions 1-4 Attended. Ongoing 
Attendance = Percentage of Sessions 5-12 Attended. 







Correlations of Possible Control Variables with Dependent Variables 
                  Dependent Variable 
Possible Control Variable 












Therapist Experience Providing Therapy- Months -.06 -.00 -.07     .20**  .09 
Client’s Number of Previous Therapy Sessions  .09 -.03  .02  -.003    .20* 
TOP Clinical Total Score -.08  .09 -.17  .09  .02 
TOP Stress Frequency Score -.01 -.09  .11 -.01  .04 
TOP – Stressors in Past Year -.04 -.09  .03 -.02 -.01 
BDI-II Total Score- Baseline  .06  .03  .19 -.02  .06 
Note. TOP = Treatment Outcome Package Adult Clinical and Case-Mix questionnaires. BDI-II = Beck Depression Inventory, 2nd 
Edition. ECR-S= Experiences in Close Relationship Scale- Short Form. Client WAI = Client-rated Working Alliance Inventory- Short 
Form. Client DTI-IV Discrepancy Score = Average discrepancy score between extent disclosed and importance of item from 
Disclosure to Therapist Inventory.  Client DTI-IV Extent Score- Modified = Average extent disclosure score of items rated a 4 or 5 in 
terms of importance/relevance from Disclosure to Therapist Inventory. Initial Attendance = Percentage of Sessions 1-4 Attended. 
Ongoing Attendance = Percentage of Sessions 5-12 Attended. 
* p ≤ .05     ** p ≤ .01 
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 Exploration of possible control variables. Prior to conducting the inferential analyses, 
client and therapist characteristics were explored as possible control variables. Table 9 provides 
bivariate correlations between the dependent variables and some of the client and therapist 
characteristics. The only significant relationships identified were positive correlations between 
therapist experience providing therapy and Initial Attendance, and between client’s number of 
previous therapy sessions and Ongoing Attendance. Client gender, client race/ethnicity, therapist 
gender, therapist race/ethnicity, type of therapy provided, therapist’s graduate program, and type 
of student-therapist (masters vs. doctoral) were also explored as possible control variables by 
comparing means for each dependent variable by possible control variable. Only variables that 
showed significant effects are discussed below. 
 Client Black/African American race, Type of student-therapist, Type of therapy provided 
(F (2, 178) = 4.12, p = .018), and Therapist’s graduate program (F (2, 178) = 5.18, p = .007) all 
showed significant main effects on Initial Attendance. Results showed that Black/African 
American clients had significantly lower percentage attendance at initial sessions (M = 80.00, SD 
= 24.10) than clients who did not identify as Black/African American (M = 88.36, SD = 17.90), 
F (1, 179), = 5.33, p = .022. Table 10 provides the descriptive statistics for percentage of 
attendance at the initial sessions for Type of student-therapist, Student-therapist’s graduate 
program, and Type of therapy provided. Results showed that clients whose therapists were 
doctoral students showed significantly higher initial attendance than clients whose therapists 
were masters students, F (1, 179) = 8.05, p = .005. Tukey post-hoc comparisons showed that 
clients whose therapists were in the doctoral counseling program had significantly higher initial 
attendance than clients whose therapists were in the masters counseling program. Tukey post-hoc 
comparisons also showed that clients who received short-term counseling had significantly lower 
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initial attendance than clients who received either cognitive behavioral therapy or long-term 
psychodynamic-related therapy. In addition, clients who received long-term psychodynamic-
related therapy showed significantly higher initial attendance when their therapists were from the 
doctoral counseling program than from the doctoral clinical program, F (1, 72) = 5.80, p = .019. 
Due to the fact that these variables are confounded with each other because only doctoral clinical 
students provided cognitive-behavioral therapy and only masters students provided short-term 
counseling, only the Type of student-therapist variable was used as a control variable. 
 
Table 10 
Comparison of Mean Percentage of Client’s Initial Attendance by Type of Student-Therapist, 
Student-therapist’s Graduate Program, and Type of Therapy provided to Client 
Characteristic n a M SD Min Max 
Type of Student-Therapist**      
     Doctoral Student 99 90.40 15.03 25 100 
     Masters Student 82 82.32 23.07 25 100 
Student-Therapist’s Graduate Program**      
     Doctoral Clinical 64 88.28 16.65 25 100 
     Doctoral Counseling 35 94.29 10.65 75 100 
     Masters Counseling 82 82.32 23.07 25 100 
Type of Therapy Provided*      
     Long-term Psychodynamic-Related Therapy* 74 89.86 15.44 25 100 
           Doctoral Clinical 39 85.90 17.95 25 100 
           Doctoral Counseling 35 94.29 10.65 75 100 
     Cognitive Behavioral Therapy b 25 92.00 13.92 50 100 
     Short-Term Counseling c 82 82.32 23.07 25 100 
Note. Initial Attendance = Percentage of Sessions 1-4 Client Attended. 
a Number of clients with this characteristic in sample. b Only provided by Doctoral Clinical 
students. c Only provided by Masters Counseling students. 
* p ≤ .05     ** p ≤ .01 
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 Client Black/African American race also showed a significant main effect on Ongoing 
Attendance. Results showed that Black/African American clients had significantly lower 
percentage attendance after the initial sessions (M = 58.88, SD = 38.33) than clients who did not 
identify as Black/African American (M = 77.05, SD = 24.11), F (1, 173), = 12.06, p = .001. 
Client Asian ethnicity and Therapist Asian ethnicity showed significant main effects on client-
rated alliance. Asian clients rated the alliance with their therapists as significantly lower (M = 
59.50, SD = 15.91) than clients who did not identify as Asian, (M = 71.93, SD = 9.87), F (1, 82), 
= 11.89, p = .001. Clients who had Asian therapists rated the alliance with their therapists as 
significantly higher (M = 76.00, SD = 8.47) than clients who did not have Asian therapists (M = 
69.05, SD = 11.71), F (1, 81), = 5.52, p = .02. Therapist Asian ethnicity also showed a significant 
main effect on Self-Disclosure Extent-Modified. Clients who had Asian therapists showed 
significantly higher self-disclosure of important and relevant topics to their therapist (M = 4.24, 
SD = .51) than clients who did not have Asian therapists (M = 3.86, SD = .54), F (1, 80), = 6.55, 
p = .01. None of the possible control variables showed significant effects on Self-Disclosure 
Discrepancy. 
Main Analyses 
 In this section, results pertaining to the set of hypotheses for the three aims of the study 
will be presented. 
 The first aim was to investigate the relationship between client’s attachment style, the 
therapist’s attachment style, and the interaction between the client’s and therapist’s attachment 




 Aim 1 hypotheses. !
1. Client attachment avoidance and attachment anxiety will be negatively related to ratings of 
the alliance.!
 This hypothesis was not supported. Table 11 shows a hierarchical regression analysis 
with the client-rated alliance score as the dependent variable and client and therapist attachment 
and their interaction as predictor variables. Results indicated no significant relationship between 
client attachment avoidance and client attachment anxiety and the client-rated alliance. 
 Of note, both control variables of client Asian ethnicity and therapist Asian ethnicity 
were significant predictors of the client-rated alliance, explaining 25% of the variance. Even 
when the predictors of interest were added to the model in Step 2 and Step 3, both control 
variables continued to show significant relationships with the client-rated alliance. Specifically, 
client Asian ethnicity was negatively related to the alliance, and therapist Asian ethnicity was 
positively related to the alliance. In other words, clients of Asian ethnicity tended to rate the 
alliance with the therapist as lower than clients who did not identify as Asian, and clients who 
had Asian therapists tended to rate the alliance with the therapist as higher than clients who did 
not have Asian therapists. 
 In order to determine possible reasons for this finding, additional analyses were run. A 
univariate ANOVA with client Asian ethnicity and therapist Asian ethnicity as independent 
variables and the client-rated alliance as the dependent variable found significant main effects of 
both variables and a trending interaction, F (1, 79), = 2.98, p = .09. Specifically, Asian clients 
rated the alliance with their non-Asian therapists as lower than the alliance with their Asian 
therapists (M = 49.60, SD = 15.73 vs. M = 69.40, SD = 8.79). Differences in demographics and 
other characteristics were explored as to whether they accounted for this finding. No significant 
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differences were found on demographic and other characteristics between Asian and non-Asian 
therapists. However, Asian clients had a significantly lower mean age (M = 25.50, SD = 5.82 vs. 
M = 33.47, SD = 10.53; F (1, 82), = 5.47, p = .02) and a lower mean number of previous therapy 
sessions than non-Asian clients (M = 17.20, SD = 16.24 vs. M = 39.69, SD = 38.79; F (1, 75), = 
3.25, p = .08). No other significant differences between Asian and non-Asian clients were found.  
Table 11 
Hierarchical Regression Analysis Predicting Client-rated Alliance (WAI) From Client and 
Therapist Attachment Anxiety and Avoidance 
Predictor B SEB β Sig. R2 ΔR2 
Step 1     *** .25 .25 
     Client Race/Ethnicity- Asian -15.86 3.53 -.46 ***   
     Therapist Race/Ethnicity- Asian 10.02 2.85 .36 ***   
Step 2    *** .31 .06 
     Client Attachment Anxiety 1.47 .91 .16    
     Client Attachment Avoidance -1.25 .84 -.15    
     Therapist Attachment Anxiety .51 1.13 .05    
     Therapist Attachment Avoidance -2.20 1.40 -.16    
Step 3    *** .33 .02 
     Client Attachment Anxiety 2.13 4.23 .23    
     Client Attachment Avoidance 2.64 3.51 .31    
     Therapist Attachment Anxiety 3.88 5.51 .36    
     Therapist Attachment Avoidance -.61 6.36 -.05    
     Client Anxiety X Therapist Anxiety -.02 1.10 -.01    
     Client Avoidance X Therapist Avoidance -.08 1.22 -.03    
     Client Anxiety X Therapist Avoidance -.36 1.37 -.14    
     Client Avoidance X Therapist Anxiety -1.03 .85 -.52    
Note. All variables are kept in model once entered. An alternative analysis was performed with 
three outliers excluded, and results were similar, except that in Step 2, Client Attachment 
Anxiety showed a marginally significant relationship with the dependent variable (B = 1.35, 
SEB = .79, β = .18, p = .09).  
┼ p ≤ .10     * p ≤ .05     ** p ≤ .01 *** p ≤ .001 
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2. Clients with a more secure attachment style (low in attachment avoidance and attachment 
anxiety) will show higher ratings of the alliance than clients with a more insecure attachment 
style.!
 This hypothesis was not supported. A univariate ANOVA of client attachment security 
(more secure vs. insecure) on client-rated alliance, with client Asian ethnicity and therapist Asian 
ethnicity as control variables was run to investigate this hypothesis. Results showed no 
significant difference on client-rated alliance by client attachment security, F (1, 77) = .78, p = 
.38. Estimated marginal means, taking into account control variables, indicated that clients who 
were more secure in their attachment style did not have a significantly higher mean client-rated 
alliance score than clients who were more insecure in their attachment style; M (secure) = 68.97 
(2.48) vs., M (insecure) = 66.58 (2.01). 
!
3. Therapist attachment avoidance and attachment anxiety will be negatively related to ratings 
of the alliance.!
 This hypothesis was also not supported. Results of the analysis presented in Table 11 
showed no significant relationship between therapist attachment avoidance and therapist 
attachment anxiety and the client-rated alliance. 
 
 Aim 1 exploratory hypotheses.  
4. A more secure therapist attachment style (low in attachment avoidance and attachment 
anxiety) will be related to higher ratings of the alliance than a more insecure therapist 
attachment style. !
 This hypothesis was not supported. A univariate ANOVA of therapist attachment security 
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(more secure vs. more insecure) on client-rated alliance, with client Asian ethnicity and therapist 
Asian ethnicity as control variables was run to investigate this hypothesis. Results showed no 
significant difference on client-rated alliance by therapist attachment security, F (1, 79) = .70, p 
= .41. Estimated marginal means, taking into account control variables, indicated that therapists 
who were more secure in their attachment style did not have a significantly higher mean client-
rated alliance score than therapists who were more insecure in their attachment style; M (secure) 
= 68.63 (2.27), M (insecure) = 66.73 (1.93).!
!
5. A more insecure therapist attachment style (high avoidance and/or anxiety) will be more 
strongly related to the alliance when client attachment avoidance and anxiety are low than 
will a more secure therapist attachment style. 
 This hypothesis was not supported. Therapist attachment security was not found to be 
significantly correlated with the client-rated alliance when client attachment was secure 
(avoidance and anxiety were low; r = .13, p = .59) or insecure (r = -.15, p = .24). 
 
 The second aim was to investigate how a client’s level of engagement during the initial 
sessions of therapy is influenced by the client’s attachment style, the therapist’s attachment style, 
and the interaction between the client’s and therapist’s attachment styles, over and above the 
contribution of the alliance. Initial engagement was conceptualized as the client’s regularity of 
attendance (percentage of scheduled sessions 1-4 that client attends) at the initial sessions of 




 Aim 2 hypotheses.!
1. Client attachment avoidance will be negatively related to initial attendance at therapy, when 
controlling for the alliance.!
 This hypothesis was not supported. Table 12 shows a hierarchical regression analysis 
with Initial Attendance as the dependent variable and client and therapist attachment and their 
interaction as predictor variables, after controlling for the alliance and other client/therapist 
characteristics that were found to be related to the dependent variable. Results showed no 
significant relationship between client attachment avoidance and attendance during the initial 
sessions of therapy, after controlling for any effects of the alliance. In this analysis, alliance was 
















Hierarchical Regression Analysis Predicting Client Initial Attendance from Client and Therapist 
Attachment Anxiety and Avoidance!
Predictor B SEB β Sig. R2 ΔR2 
Step 1      .00 .00 
     Client WAI Total Score .05 .13 .05    
Step 2      .07 .06 
     Client Race/Ethnicity- Black/African American 1.26 3.98 .04    
     Type of student-therapist (doctoral = 1) 4.80 3.09 .19    
     Therapist experience providing therapy .11 .12 .11    
Step 3     .08 .01 
     Client Attachment Anxiety -.21 1.27 -.02    
     Client Attachment Avoidance .78 1.12 .08    
     Therapist Attachment Anxiety .16 1.50 .01    
     Therapist Attachment Avoidance -.92 1.87 -.06    
Step 4     .10 .02 
     Client Attachment Anxiety 7.05 5.70 .68    
     Client Attachment Avoidance -.24 4.71 -.03    
     Therapist Attachment Anxiety 5.87 7.15 .49    
     Therapist Attachment Avoidance 2.41 8.38 .16    
     Client Anxiety X Therapist Anxiety -1.29 1.45 -.61    
     Client Avoidance X Therapist Avoidance .61 1.62 .19    
     Client Anxiety X Therapist Avoidance -1.23 1.83 -.44    
     Client Avoidance X Therapist Anxiety -.12 1.12 -.05    
Note. All variables are kept in model once entered. An alternative analysis was performed with 
four outliers excluded, but similar results were found.  





2. Clients with a more secure attachment style (low in attachment avoidance and anxiety) will 
show a higher level of initial attendance at therapy than clients with a more insecure 
attachment style, when controlling for the alliance.!
 This hypothesis was not supported. A univariate ANOVA of client attachment security 
on initial attendance, controlling for the alliance, client Black/African American race, Type of 
student-therapist (doctoral vs. masters) and months of therapist experience providing therapy, 
showed no significant main effect of client attachment security, F (1, 75) = .38, p = .54. Clients 
with more secure (n = 20) and more insecure attachment styles (n = 61) had similar levels of 
percentage of initial attendance, when controlling for the alliance; M (secure) = 90.99 (3.20) vs. 
M (insecure) = 93.10 (2.21). 
!
 Aim 2 exploratory hypotheses. 
3. Client attachment anxiety will be related to the level of initial attendance at therapy, when 
controlling for the alliance. 
 This hypothesis was not supported. Results provided in Table 12 show that client 
attachment anxiety was not a significant predictor of percentage of initial attendance at therapy, 
after controlling for any effects of the alliance. 
 
4. Therapist attachment avoidance and attachment anxiety will be related to clients’ initial 
attendance at therapy, when controlling for the alliance. 
 This hypothesis was not supported. Results provided in Table 12 show that therapist 
attachment avoidance and attachment anxiety were not significant predictors of percentage of 
initial attendance at therapy, after controlling for any effects of the alliance. 
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5. Different client-therapist attachment style combinations will have differential effects on 
clients’ initial attendance at therapy, when controlling for the alliance. !
 This hypothesis was also not supported. Results provided in Table 12 show that none of 
the four client-therapist attachment style interaction terms were significant predictors of 
percentage of initial attendance at therapy, after controlling for any effects of the alliance. 
!
 The third aim was to investigate how a client’s level of engagement by the 12th session is 
influenced by the client’s attachment style, the therapist’s attachment style, and the interaction 
between the client’s and therapist’s attachment styles, over and above the contribution of the 
alliance. Client’s level of engagement was conceptualized as the regularity of attendance at 
sessions (Ongoing Attendance) and the level of self-disclosure of important/relevant topics to the 
therapist (Self-Disclosure Discrepancy).  
 Aim 3 hypotheses.!
1. Client attachment anxiety will be related to lower self-disclosure discrepancy, when 
controlling for the alliance. No hypothesis is made as to the relationship with ongoing 
attendance. 
 This hypothesis was not supported. In Table 13, results of the hierarchical regression 
analysis show that in Step 3, when all predictors were entered into the model, client attachment 
anxiety was a significant predictor of self-disclosure discrepancy, when controlling for the 
alliance, B = -.34, SEB = .15, β = -1.03, p < .05. This result indicates that clients with a higher 
level of attachment anxiety disclosed less to their therapists on topics than was expected based 
on the importance and relevance of the topics to the clients. Using the alternative self-disclosure 
measure (self-disclosure extent- modified; see Table 14) as the dependent variable, client 
attachment anxiety was not found to be a significant predictor. Although no specific hypothesis 
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was made, client attachment anxiety was not found to be a significant predictor of ongoing 
attendance, when controlling for the alliance (see Table 15). 
 
 Table 13  
Hierarchical Regression Analysis Predicting Client Self-Disclosure Discrepancy from Client and 
Therapist Attachment Anxiety and Avoidance 
Predictor B SEB β Sig. R2 ΔR2  
Step 1    *** .20 .20  
     Client WAI Total Score  .02 .00 .45 ***    
Step 2    ** .22 .02  
     Client Attachment Anxiety -.05 .04 -.15     
     Client Attachment Avoidance -.01 .03 -.02     
     Therapist Attachment Anxiety .01 .04 .01     
     Therapist Attachment Avoidance -.00 .05 -.00     
Step 3    ** .30 .07  
     Client Attachment Anxiety -.34 .15 -1.03 *    
     Client Attachment Avoidance .14 .13 .46     
     Therapist Attachment Anxiety .06 .20 .17     
     Therapist Attachment Avoidance -.44 .23 -.91 ┼    
     Client Anxiety X Therapist Anxiety .02 .04 .35     
     Client Avoidance X Therapist Avoidance .02 .04 .16     
     Client Anxiety X Therapist Avoidance .09 .05 1.03 ┼    
     Client Avoidance X Therapist Anxiety -.05 .34 -.71     
Note. All variables are kept in model once entered. An alternative analysis was performed with 
three outliers excluded, and similar results were found, except that the interaction between Client 
Anxiety and Therapist Avoidance was no longer trending significance.  






Hierarchical Regression Analysis Predicting Client Self-Disclosure Extent-Modified from Client 
and Therapist Attachment Anxiety and Avoidance 
Predictor B SEB β Sig. R2 ΔR2 
Step 1    *** .30 .30 
     Client WAI Total Score  .03 .01 .55 ***   
Step 2    *** .32 .02 
     Therapist Race/Ethnicity- Asian .19 .13 .14    
Step 3    *** .33 .01 
     Client Attachment Anxiety .01 .04 .02    
     Client Attachment Avoidance .02 .04 .05    
     Therapist Attachment Anxiety .00 .05 .01    
     Therapist Attachment Avoidance .05 .07 .07    
Step 4    *** .37 .04 
     Client Attachment Anxiety .08 .20 .18    
     Client Attachment Avoidance .25 .17 .60    
     Therapist Attachment Anxiety .04 .26 .07    
     Therapist Attachment Avoidance .43 .30 .66    
     Client Anxiety X Therapist Anxiety -.00 .05 -.01    
     Client Avoidance X Therapist Avoidance -.09 .06 -.64    
     Client Anxiety X Therapist Avoidance -.03 .06 -.25    
     Client Avoidance X Therapist Anxiety -.01 .04 -.10    
Note. All variables are kept in model once entered. An alternative analysis was performed with 
one outlier excluded, but similar results were found.  









Hierarchical Regression Analysis Predicting Client Ongoing Attendance from Client and 
Therapist Attachment Anxiety and Avoidance 
Note. All variables are kept in model once entered. 





Predictor B SEB β Sig. R2 ΔR2 
Step 1    ** .12 .12 
     Client WAI Total Score      .46 .14 .35 **   
Step 2    * .15 .02 
     Client Race/Ethnicity- Black/African American -6.40 4.72 -.15    
     Client’s Number of Previous Therapy Sessions 0.00 .05 0.00    
Step 3    ** .25 .11 
     Client Attachment Anxiety -.79 1.44 -.06    
     Client Attachment Avoidance .21 1.23 .02    
     Therapist Attachment Anxiety -3.93 1.62 -.28 *   
     Therapist Attachment Avoidance 5.09 2.04 .29 *   
Step 4    * .28 .03 
     Client Attachment Anxiety 4.52 6.10    .37    
     Client Attachment Avoidance -3.08 4.99 -.28    
     Therapist Attachment Anxiety -5.18 7.65 -.37    
     Therapist Attachment Avoidance 12.23 9.28 .69    
     Client Anxiety X Therapist Anxiety -.86 1.54 -.35    
     Client Avoidance X Therapist Avoidance -1.04 1.76 -.27    
     Client Anxiety X Therapist Avoidance -.94 1.99 -.28    
     Client Avoidance X Therapist Anxiety 1.54 1.19 .59    
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 Although not a specific hypothesis, results provided in Table 13 show that in addition to 
client attachment anxiety being a significant predictor of self-disclosure discrepancy, therapist 
attachment avoidance and the interaction between client attachment anxiety and therapist 
attachment avoidance were marginally significant predictors of self-disclosure discrepancy, after 
controlling for effects of the alliance. To illuminate the trending interaction, the three-level 
categorical variables of client attachment anxiety and therapist attachment avoidance were 
plotted (see Figure 5). Results showed that the greatest discrepancy between salience 
(importance and relevance of topics to clients) and extent of self-disclosure was found for the 
following clients: 1) clients with low attachment anxiety who had therapists with high 
attachment avoidance, 2) clients with moderate attachment anxiety who had therapists with 
moderate attachment avoidance, and 3) clients with high attachment anxiety who had therapists 
with low attachment avoidance. Specifically, when therapist attachment avoidance was high, 
clients with low attachment anxiety showed greater self-disclosure discrepancy than clients with 
moderate or high attachment anxiety. In other words, clients with low attachment anxiety 
disclosed less on topics than was expected, given the perceived importance and relevance of the 
topics to the clients, than clients with moderate or high attachment anxiety. When therapist 
attachment avoidance was low, the opposite pattern was seen. Specifically, among clients who 
had therapists with low attachment avoidance, clients with high attachment anxiety showed 
greater self-disclosure discrepancy than clients with low attachment anxiety. This result indicates 
that among clients who had therapists with low attachment avoidance, clients with high 
attachment anxiety disclosed less to their therapists than was expected, based on the perceived 
importance and relevance of the topics to clients, than clients with low attachment anxiety. 
Clients with moderate attachment anxiety who had therapists with moderate attachment anxiety 
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showed similar levels of average self-disclosure discrepancy as clients with low attachment 
anxiety and high therapist attachment avoidance, and clients with high attachment anxiety and 
low therapist attachment avoidance. This result means that these clients with moderate 
attachment anxiety who had therapists with moderate attachment anxiety also disclosed less to 
their therapists than was expected, based on the perceived importance and relevance of the topics 
to clients. Clients with low attachment anxiety and low therapist attachment avoidance showed 
the lowest average self-disclosure discrepancy, which was close to 0. This result indicates that 
clients with low attachment anxiety who had therapists with low attachment avoidance disclosed 
about as much as was expected, on average, based on the importance and relevance of topics to 





Figure 5. Mean client self-disclosure discrepancy scores by level of client attachment anxiety 
and therapist attachment avoidance. Means of self-disclosure discrepancy scores are estimated 
marginal means, based on controlling for alliance as a covariate. In this figure, the covariate of 
alliance was evaluated at 70.36. Lower scores below 0 reflect greater self-disclosure discrepancy. 
 
2. Clients with a more secure attachment style (low in attachment avoidance and attachment 
anxiety) will show a higher level of ongoing attendance and self-disclosure discrepancy than 
clients with a more insecure attachment style, when controlling for the alliance. 
 This hypothesis was partially supported. A univariate ANOVA of client attachment 
security on ongoing attendance, controlling for the alliance, client Black/African American race, 










































client attachment security, F (1, 71) = 3.73, p = .06. Clients with a more secure (n = 18) 
attachment style had a higher percentage of attendance after the initial therapy sessions than 
clients with a more insecure attachment style (n = 58), when controlling for the alliance; M 
(secure) = 86.71 (3.79) vs. M (insecure) = 79.09 (2.51). 
 However, a univariate ANOVA of client attachment security on self-disclosure 
discrepancy, controlling for the alliance, showed no significant main effect of client attachment 
security, F (1, 78) = 1.45, p = .23. Clients with more secure (n = 20) and more insecure (n = 61) 
attachment styles had similar levels of disclosure to their therapists about important and relevant 
topics, when controlling for the alliance; M (secure) = -.21 (.08) vs. M (insecure) = -.32 (.05). In 
addition, a univariate ANOVA of client attachment security on self-disclosure extent-modified, 
controlling for the alliance and therapist Asian ethnicity, showed similar non-significant results.  
 Aim 3 exploratory hypotheses. 
3. A more secure therapist attachment style (low in attachment avoidance and attachment 
anxiety) will be related to a higher level of ongoing attendance and self-disclosure 
discrepancy than a more insecure therapist attachment style, when controlling for the 
alliance. !
 This hypothesis was not supported. A univariate ANOVA of therapist attachment security 
on ongoing attendance, controlling for the alliance, client Black/African American race, and 
client’s number of previous therapy sessions, showed no significant main effect of therapist 
attachment security, F (1, 70) = .03, p = .88. Therapists with more secure (n = 27) and more 
insecure (n = 48) attachment styles had clients with similar percentages of attendance after the 
initial therapy sessions, when controlling for the alliance; M (secure) = 80.43 (3.59) vs.   
M (insecure) = 80.99 (2.53). 
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 A univariate ANOVA of therapist attachment security on self-disclosure discrepancy, 
controlling for the alliance, also showed no significant main effect of therapist attachment 
security, F (1, 79) = .20, p = .65. Therapists with more secure (n = 31) and more insecure (n = 
51) attachment styles had clients with similar levels of disclosure to their therapists about 
important and relevant topics, when controlling for the alliance; M (secure) = -.26 (.07) vs.        
M (insecure) = -.30 (.05). In addition, a univariate ANOVA of therapist attachment security on 
self-disclosure extent-modified, controlling for the alliance and therapist Asian ethnicity, showed 
similar non-significant results.  
 Although not a specific hypothesis, results provided in Table 15 show that, in Step 3, 
therapist attachment anxiety and therapist attachment avoidance were both significant predictors 
of ongoing attendance, when controlling for the alliance. Specifically, therapist attachment 
anxiety was negatively related, and therapist attachment avoidance was positively related to 
client ongoing attendance. These results indicate that clients whose therapists were higher on 
attachment anxiety had a lower percentage of attendance after the initial therapy sessions, 
whereas clients whose therapists were higher in attachment avoidance had a higher percentage of 
attendance after the initial therapy sessions. However, when adding the interaction terms as 
predictors in Step 4, therapist attachment anxiety and avoidance were no longer significant 
predictors.  
4. A more insecure therapist attachment style (high avoidance and/or anxiety) will be more 
strongly related to ongoing attendance and self-disclosure discrepancy when client 
attachment avoidance and anxiety are low than a more secure therapist attachment style, 
when controlling for the alliance.!
 This hypothesis was partially supported. When controlling for the alliance, therapist 
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attachment security was found not to be significantly correlated with client’s percentage of 
attendance after the initial therapy sessions, or self-disclosure discrepancy, when client 
attachment was secure or insecure (see Table 16). However, for clients with a secure attachment 
style, therapist attachment insecurity was marginally significantly related in a positive direction 
with the client’s extent of disclosure about important and relevant topics. This result indicates 
that clients with a secure attachment style disclosed more about important and relevant topics to 
therapists with a more insecure attachment style, after controlling for effects of the alliance on 
this relationship. This relationship between therapist attachment insecurity and extent of self-

















Partial Correlations between Therapist Attachment Insecurity and Dependent Variables, for 
Client Secure and Insecure Attachment, Controlling for the Alliance 






Ongoing Attendance  .13  .01 
Client Self-Disclosure Discrepancy -.20  .09 
Client Self-Disclosure Extent-Modified    .45┼ -.05 
Note. Ongoing Attendance = Percentage of Sessions 5-12 Attended. Client Self-Disclosure 
Discrepancy = Average discrepancy score between extent disclosed and importance of item from 
Disclosure to Therapist Inventory.  Client Self-Disclosure Extent- Modified = Average extent 
disclosure score of items rated a 4 or 5 in terms of importance/relevance from Disclosure to 
Therapist Inventory.  
┼ p < .10      
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CHAPTER VI  
DISCUSSION%
 This dissertation study explored the relationships between adult client and beginning 
therapist attachment styles and measures of client engagement, particularly alliance, session 
attendance, and client self-disclosure, in individual psychotherapy. As a body of research has 
consistently shown links between the therapeutic alliance and therapy outcome, this study 
focused on the additional contributions of client and therapist attachment styles to client 
engagement, as measured by session attendance and client self-disclosure in sessions.  
Attachment Style and the Alliance 
 Findings indicated no clear relationship between client or therapist attachment styles, or 
their interaction, and the client-rated alliance in this sample. This result is in contrast to the 
numerous studies showing strong relationships particularly between client attachment and the 
therapeutic alliance (e.g., Bernecker et al., 2014; Diener & Monroe, 2011; Smith et al., 2010). 
The finding of no significant relationship between therapist attachment style and the interaction 
between therapist and client attachment styles and the alliance is unsurprising, given the 
inconsistencies found in the literature as to the nature of the relationship between these variables 
(e.g., Bucci et al., 2016; Ligiero & Gelso, 2002; Sauer et al., 2003).  
 Although client and therapist attachment style was found not to have a significant 
relationship with alliance in this sample, other client and therapist characteristics were found to 
be significant predictors of the alliance. Findings showed that clients who are of Asian ethnicity 
tended to rate the alliance with the therapist as lower than did clients who are not of Asian 
ethnicity, and clients who had Asian therapists tended to rate the alliance with the therapist as 
higher than did clients who did not have Asian therapists. In addition, a trending interaction 
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between client Asian ethnicity and therapist Asian ethnicity was found, indicating that Asian 
clients rated the alliance with their non-Asian therapists as significantly lower than the alliance 
with their Asian therapists. No significant differences were found on demographic and other 
characteristics between Asian and non-Asian therapists to account for this finding. Findings did 
show that Asian clients were on average younger and had less previous therapy sessions than 
non-Asian clients. It is possible that because Asian clients were younger and had less previous 
experience in therapy, they may have different perspectives on the therapy relationship and 
therefore, would give different ratings of the alliance. However, this does not explain the finding 
of a trending interaction, as Asian clients gave similar alliance ratings to their Asian therapists as 
did non-Asian clients. One possible explanation may be the ethnic client-therapist match, such 
that Asian clients felt more comfortable with therapists of similar ethnicity and were able to 
build a stronger therapeutic alliance with those therapists than with therapists of a different 
ethnicity to themselves. Another possibility to consider, given that the alliance with Asian 
therapists tended to be rated higher than the alliance with non-Asian therapists, is that the Asian 
therapists were more successful in developing the therapeutic relationship with their clients. 
Attachment Style and Session Attendance 
 Findings indicated no significant relationship between client or therapist attachment 
styles, or their interaction, and attendance during the initial sessions of therapy, after accounting 
for any effects of the alliance. Additionally, the client-rated alliance was found not to be a 
significant predictor of attendance at the initial sessions of therapy. Because the measure of 
initial attendance was limited to the first four sessions, it is possible that those clients who would 
have rated the alliance lower, and possibly had lower attendance, were not included in the 
analysis because they did not stay in therapy long enough to complete the 3-month follow up 
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alliance measure.  
 Findings did show some relationship between client and therapist attachment style and 
attendance in therapy after the initial sessions. Although client attachment anxiety and 
attachment avoidance were not independently related to attendance in therapy after the initial 
sessions, client attachment security did show a relationship, as hypothesized. Specifically, 
findings showed that clients with a more secure attachment style had a higher percentage of 
attendance after the initial therapy sessions than clients with a more insecure attachment style, 
after controlling for the alliance. This finding is consistent with some research showing that 
clients with a more insecure attachment style are more likely to dropout from therapy and have 
shorter treatment lengths (e.g., Marmarosh et al., 2009; Parish & Eagle, 2003; Saatsi et al., 
2007). This finding is also consistent with attachment theory, in that an individual with a more 
secure attachment style has expectations that the attachment figure (in this case, the therapist) is 
responsive and available, making the individual (the client) more comfortable to continue 
building and engaging in the burgeoning relationship (therapeutic relationship). On the other 
hand, an individual with a more insecure attachment style may have more difficulty engaging in 
the therapeutic process, particularly at the beginning, because of their internal models of others 
as generally unavailable or unresponsive. They may also have a fear of rejection from others 
and/or a fear of interpersonal intimacy. In order to regulate their fears and emotional distress, an 
individual with an insecure attachment style may irregularly attend therapy or dropout altogether.  
 In addition, therapist attachment anxiety and therapist attachment avoidance were both 
significant predictors of client attendance at therapy past the initial sessions, after controlling for 
effects of the alliance. Specifically, clients whose therapists were higher on attachment anxiety 
had a lower percentage of attendance after the initial therapy sessions, whereas clients whose 
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therapists were higher in attachment avoidance had a higher percentage of attendance after the 
initial therapy sessions. This finding is inconsistent with the one study in the literature that 
explored therapist attachment style and client dropout from therapy, and found no significant 
relationship between these variables (Sauer et al., 2003). However, a significant limitation of that 
study is the small sample size, which may have been unable to detect differences in dropout.  
 In terms of attachment theory, because a therapist with high levels of attachment anxiety 
may have difficulty maintaining appropriate boundaries and regulating their emotions with 
clients, clients may have found it more difficult to engage with these therapists. Specifically, it is 
the therapist’s role to establish the therapeutic frame, tasks, and boundaries at the outset of 
treatment and maintain them throughout. However, if a therapist generally has difficulty in this 
area, a client may then have difficulty engaging in the therapeutic process and may show this 
lack of engagement through poor attendance or dropping out of treatment. For a therapist with a 
high level of attachment avoidance, this type of attachment style may be exhibited through less 
sensitivity and responsiveness to the client. In this study, this type of insecure attachment style in 
therapists did not hinder client attendance at sessions, but was associated with increased 
attendance. It is possible that therapists with a high level of attachment avoidance gave clients a 
greater amount of distance in the therapy relationship, which allowed clients to engage in the 
therapeutic process at their own pace, resulting in higher client attendance. 
 Even though therapist attachment anxiety and attachment avoidance had independent and 
opposite relationships with attendance after the initial sessions, therapist attachment security did 
not show a significant relationship with attendance. Specifically, therapists with secure 
attachment styles and therapists with insecure attachment styles had clients with similar 
percentages of attendance after the initial therapy sessions, when controlling for the alliance. As 
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there is little previous research on the relationship between therapist attachment style and therapy 
attendance, few comparisons can be made between the current study findings and the literature.  
Attachment Style and Self-Disclosure 
 Findings showed that, contrary to what was hypothesized, client attachment anxiety was 
significantly related to greater self-disclosure discrepancy, when controlling for the alliance. 
Specifically, clients with a higher level of attachment anxiety disclosed less to their therapists 
than was expected given the level of importance and relevance of the topics to the clients. This 
relationship did not hold when only looking at the extent of self-disclosure on topics that are 
highly important or relevant to the clients. This is inconsistent with some studies in the literature, 
which have found that client preoccupied attachment (high attachment anxiety, low attachment 
avoidance) was significantly associated with increased self-disclosure to therapists (e.g., Dozier, 
1990; Saypol & Farber, 2010). In addition, one study found that clients with a preoccupied-
merger attachment to their therapist reported a higher level of exploration during sessions than 
clients with other styles of attachment to their therapist (Mallinckrodt et al., 2005).  
 Although not an initial hypothesis of the study, findings showed a trending interaction 
between therapist attachment avoidance and client attachment anxiety on self-disclosure 
discrepancy, after controlling for effects of the alliance. Findings showed that the greatest 
discrepancy between salience (importance and relevance of topics to clients) and extent of self-
disclosure was found for the following clients: 1) clients with low attachment anxiety who had 
therapists with high attachment avoidance, 2) clients with moderate attachment anxiety who had 
therapists with moderate attachment avoidance, and 3) clients with high attachment anxiety who 
had therapists with low attachment avoidance. Results indicated that among clients who had 
therapists with high attachment avoidance, clients with low attachment anxiety showed greater 
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average self-disclosure discrepancy (disclosed less on topics than was expected, given the 
perceived importance and relevance of topics to the clients) than clients with moderate or high 
attachment anxiety. In terms of attachment theory, the therapists with high attachment avoidance 
likely had more difficulty showing appropriate sensitivity and responsiveness to clients, and 
those clients with low attachment anxiety were more able to recognize this and likely felt less 
comfortable in self-disclosing about important topics to the therapist. However, among clients 
who had therapists with low attachment avoidance, the opposite pattern was found: clients with 
high attachment anxiety showed greater average self-disclosure discrepancy than clients with 
low attachment anxiety, indicating that these clients disclosed less to their therapists than was 
expected, given the importance and relevance of topics to clients. For these clients, who had 
therapists with low attachment avoidance, and thus likely showed appropriate sensitivity and 
responsiveness to clients, a client’s level of attachment anxiety was more important in 
determining a client’s self-disclosure during therapy sessions. For clients with high levels of 
attachment anxiety, their fear of rejection from others and their need of approval may have 
resulted in less self-disclosure to their therapists, particularly of those topics that are important 
and relevant to them. Findings also indicated that the lowest discrepancy between salience and 
extent of self-disclosure was found for clients with low attachment anxiety who had therapists 
with low attachment avoidance. This finding indicates that these clients self-disclosed about as 
much as was expected, based on the importance and relevance of topics to the clients. In terms of 
attachment theory, it is possible that these clients, who likely had less emotional distress 
regarding the therapeutic relationship, were more attuned to the fact that their therapists were 
more sensitive and responsive to their therapeutic needs. Thus, these clients likely felt more 
comfortable to self-disclose in session about those topics that are important to them and relevant 
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to the treatment.  
 Findings also showed that client and therapist attachment security were not independently 
related to client self-disclosure. However, there was a finding of a trend that clients with a secure 
attachment style disclosed more about important and relevant topics to therapists with a more 
insecure attachment style, after controlling for effects of the alliance on this relationship. This 
trend was not seen in clients with insecure attachment styles. It is possible that beginning 
therapists, particularly those with an insecure attachment style, may have a more difficult time 
defining boundaries within the therapeutic relationship and separating their own from their 
client’s emotions during session, which may impact the power dynamic in the therapeutic 
encounter. Thus, clients with a secure attachment style may feel more comfortable with self-
disclosing to such therapists.  
Study Limitations and Strengths  
 One limitation of this study is the small sample size and low resulting power for the 
number of variables that were measured. This precluded the use of statistical modeling and the 
exploration of the study hypotheses in a single, comprehensive model. In addition, only half of 
the clients who completed the baseline questionnaire completed the follow-up questionnaire, 
significantly reducing the amount of data to be used in the analysis. Some of the clients who did 
not complete the follow-up questionnaires did not do so because they had already dropped out of 
therapy, but several clients who were still attending therapy also did not complete the follow-up 
questionnaires. There was potentially a selection bias in that those clients who completed the 
follow-up measures may have had an overall higher level of engagement in therapy and with the 
clinic, and therefore were the ones to complete the follow-up questionnaires.  
 In this study, only three specific measures of client engagement were included. Other 
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measures that may be important to the relationship between attachment style and engagement 
may help to elucidate or moderate the relationship, such as client motivation for change. For 
example, if a client is only in the pre-contemplation or contemplation stage of change, although 
they may be pursuing treatment, he or she will likely not be as engaged in the treatment or 
follow-through on actions toward change as a client in the preparation or action stage. Beginning 
therapists may inadvertently assume that because the client is seeking therapy, that the client is 
motivated to make changes that will ameliorate the presenting concerns. If the therapist does not 
take into account the client’s stage of change and address this in therapy, the client may be likely 
to irregularly attend or drop out of treatment.  
 In addition, it is likely that the analyses in the current study have not taken other variables 
into account, which may explain a significant part of the variance in client engagement. Other 
factors that may play a role include the client’s and therapist’s level of anxiety during sessions 
(state anxiety), the client’s diagnosis, and client and therapist temperament. For example, even 
though a trainee therapist may have a secure attachment style, his or her level of anxiety during 
therapy sessions may be more influential in how clients respond to the trainee therapist, then the 
trainee’s attachment style. It is therefore possible that other variables that have not been 
measured and included in this study may be as or more important than attachment style in 
understanding differences in client engagement. For example, temperament may be an influential 
factor that has not been measured or accounted for in the current study. Research suggests that 
although both attachment style and temperament show relationships with interpersonal 
functioning, they are different constructs that may exist in an interactive relationship (Vaughn & 
Bost, 2016). Incorporating a measure of temperament, in addition to attachment style, may 
provide additional information to explain differences in client engagement. Additionally, these 
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unmeasured variables may also be masking findings regarding the relationship between 
attachment style and client engagement, such that several null findings were observed in this 
study. 
 There are also some limitations to how engagement in this study was measured. 
Specifically, except for attendance, which is an objective behavioral measure of clients’ 
attendance at sessions, the other measures were all self-report measures completed by the client 
participants. There is no objective measure used of self-disclosure in the session. This may affect 
interpretation of the study results, because ratings of the alliance and client self-disclosure are 
based on the client’s perceptions, which are influenced by the client’s personality and 
experiences. It is possible that observer-rated or behavioral measures may show a different 
picture. Future research could include observer-rated or behavioral measures of self-disclosure 
and the therapeutic alliance, in addition to the self-report measures.  
 In addition, the influence of the therapist in the session is unknown and is therefore 
unaccounted for in how that affects client engagement. Future research may also include self-
report measures completed by the therapists, in addition to using observer-rated measures of 
therapist interventions and behavior during sessions. For example, some research has found 
significant relationships between types of therapeutic interventions used during session (rated by 
trained observers) and client attachment style (Janzen, Fitzpatrick, Drapeau, & Blake, 2010) and 
the interaction between client and therapist attachment style (Romano, Janzen, & Fitzpatrick, 
2009). Inclusion of these additional measures will help elucidate how therapists impact client 
engagement, leading to more specific ways that therapists can improve client engagement. 
 In this study, clients’ data were not anonymous to the therapist, and clients were aware 
that their therapist could see their questionnaire results. This may have affected clients’ ratings, 
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such that clients may have rated the therapy and their alliance with the therapist as higher than 
what they would have rated if the therapist did not have access to the data. Therefore, this 
methodological limitation may have introduced some skew to the data. However, because the 
data collected from clients in this clinic is used both for research and to inform clients’ treatment, 
it was not possible to keep the clients’ data anonymous from the therapists. 
 With regards to external validity, the study was conducted within a naturalistic setting of 
the training clinic, with beginning therapists and adult clients from the surrounding community. 
This lends some natural validity to the study, in contrast to other studies conducted in training 
clinics with volunteer clients (e.g., Romano et al., 2008). The results of this study may be 
generalizable to other training clinics (located in institutions) whose clients are adults from urban 
communities. Results of this study may not be generalizable to other types of sites, such as 
private practices or those staffed by experienced or licensed therapists, given the different 
expectations that clients may have of their providers (e.g., level of expertise, amount of payment 
for services). These differing expectations may potentially affect client engagement in therapy, 
such as attendance at sessions. For example, in a private practice, if a client does not attend a 
session without prior notice, the client may be responsible to pay in full for the service. 
However, in a training clinic, where clients’ fees are minimal, not attending a session without 
notice often has few financial repercussions. Another limitation that should be considered 
relevant to external validity is the ability to generalize from a sample that was derived from a 
single training clinic site. The potential limitation of utilizing a single site is that procedures and 
characteristics that are unique to this training clinic may not necessarily generalize to other 
training clinics. 
 Some strengths of the study should also be noted. Both client and therapist attachment 
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style was explored in this study, as well as other client and therapist characteristics that may be 
influential. Also, this is one of only a few studies that have investigated the therapist attachment 
style in relation to client session attendance and client self-disclosure. In addition, this study 
provides information about client engagement with trainee therapists, in contrast to several 
studies in the literature that have focused only on experienced therapists.  
Implications and Future Directions 
 This study focused on student therapists, who are at the beginning of their training. Part 
of the process of becoming a therapist is not only the learning of therapeutic techniques and 
interventions and their implementation, but is one of self-reflection and self-awareness. 
Particularly, training through practica and supervision also focuses on increasing awareness of 
one’s own biases and how that may be brought into the therapy room. In addition, trainees are 
learning about the nuances of their non-verbal communication in the room with clients and how 
that affects the therapeutic process and the development of the therapy relationship with clients. 
At this stage of therapist development, trainees’ experiences and attachment style are likely to 
influence the interaction with clients. For therapists with a general insecure attachment style, this 
may negatively impact or interfere with the building of a strong therapeutic relationship. This 
may then negatively impact client engagement in therapy, based on findings of the current study 
that provided continued support for the therapeutic alliance as a strong predictor of client 
engagement in therapy. Thus, it is important for trainees to effectively use supervision and self-
reflection to help navigate the trainees’ insecurities and learn ways for that to not interfere with 
the therapeutic process.  
 Additionally, reviewing video and audio-recordings of sessions will likely be a useful 
way for trainees to more objectively see what occurs during sessions. Also, gathering feedback 
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from clients on an ongoing basis via short questionnaires or discussing the therapeutic 
relationship during session may provide important and useful information that can help trainees 
monitor their own verbal and non-verbal reactions and adjust their interactions accordingly. 
Future longitudinal research using such feedback can correlate client and therapist reports and 
client outcomes, to give a more nuanced and illustrative view of how attachment style, client 
engagement, and outcome are related from session to session and from the beginning to the end 
of treatment. This will help pinpoint more specific interventions to increase client engagement 
and areas in which beginning therapists need further education and training. In addition, training 
programs may want to consider at what point in training is it optimal or appropriate for trainees 
to start working with clients. One possibility is that trainees wait until they are further along in 
their training to start working with actual clients. 
 This study provided some preliminary findings regarding the influence of client and 
therapist race and ethnicity on client engagement. Specifically, findings in this study indicating 
that Asian clients rated the alliance with their non-Asian therapists as lower than the alliance 
with their Asian therapists may have implications for education and training. It is possible that 
because the therapists in this study are only beginning in their training and therapeutic work with 
clients, their level of cultural competence may also be at its beginning stages. Therefore, trainees 
may want to be more aware of cultural factors that may impact the forming of the therapeutic 
relationship. This can be accomplished through self-reflection, discussion in supervision, and 
curiosity and openness about cultural differences in the therapy room. Additionally, curricula in 
training programs may want to include aspects of cultural competency from the initial classes to 
better prepare trainees for therapeutic work with diverse clients. Maramba and Nagayama Hall 
(2002), in their meta-analysis of ethnic-match as a predictor of psychotherapy dropout and 
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utilization, suggest that increased cultural competency on the part of the therapist may be 
associated with lower rates of psychotherapy dropout and an increase in attendance. In this study, 
exploration of race and ethnicity as influential in client engagement was not a focus. However, 
these preliminary findings indicate that research focusing on these particular variables will be 
important in future studies. 
 Regular attendance at therapy sessions is a necessary component for treatment, as work is 
not done if the client is not attending. Given research indicating that many clients drop out of 
treatment after only a handful of sessions, this aspect of client engagement is important for 
therapists to consider. In addition, findings in this study suggest that therapist attachment style 
was related to client attendance. This means that therapists are influential in their ability to 
engage new clients in treatment. One implication of the study findings is that therapists should be 
aware of their own attachment style, as well as the attachment style of their clients, and use that 
information to adjust their responses to the clients, for example, how much distance to give 
clients in the relationship.  
 Daly and Mallinckrodt (2009), based on results of their qualitative study, provided a 
theoretical model of how experienced therapists regulate therapeutic distance in working with 
clients with attachment avoidance or anxiety from the beginning of treatment through 
termination, with the goal of facilitating a corrective emotional experience (also see 
Mallinckrodt, 2010). In this model, therapeutic distance is defined as “the level of transparency 
and disclosure in the psychotherapy relationship from both client and therapist, together with the 
immediacy, intimacy, and emotional intensity of a session” (Daly & Mallinckrodt, 2009, p. 559). 
In their theoretical model, the beginning work with the client is termed the engagement phase, 
and is where the therapist maintains therapeutic distance that is tailored to the client’s needs and 
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attachment style. For clients with high attachment anxiety, who may be pulling for decreased 
distance with their therapist (e.g., not respecting boundaries and showing high dependency on the 
therapist), the therapist may maintain less than ideal distance with the client at the beginning, and 
move towards increasing distance as the client engages in the treatment and in the therapeutic 
relationship. For clients with high attachment avoidance, the opposite pattern occurs during the 
engagement phase. These clients may not be as comfortable self-disclosing and engaging with 
the therapist, especially at the beginning of treatment. Thus, the therapist will give these clients 
more distance in the therapeutic encounter at the beginning of treatment, and gradually decrease 
the distance in the relationship as the work progresses. Through regulating the therapeutic 
distance, and tailoring it to the client’s needs, particularly during the engagement phase of 
therapy, it follows that clients will be more likely to continue to attend therapy on a regular basis. 
 This notion of regulating therapeutic distance depending on the needs and attachment 
style of the client can also be applied to client self-disclosure. Particularly for clients with high 
attachment avoidance, they may tend to avoid discussing important and relevant topics during 
session and seek to increase therapeutic distance. It is the therapist’s responsibility to be aware of 
the client’s tendency and regulate the therapeutic distance so that work is progressing in therapy, 
but that the client is not pushed to self-disclose or engage in the session more than they can 
realistically tolerate. In the current study, significant findings were regarding clients with high 
attachment anxiety, and how that relates to lower self-disclosure given the importance and 
relevance of topics to the clients. Although this finding may seem inconsistent with the model, it 
can be extrapolated, based on the definition of therapeutic distance, that these clients are 
experiencing increased therapeutic distance in the therapy relationship. This then implies that the 
therapists of these clients may need to work on decreasing the therapeutic distance by utilizing 
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various interventions.  
 Although Daly and Mallinckrodt’s (2009) theoretical model was developed based on 
input of experienced therapists, it can be used as an illustrative model for beginning therapists. 
An important aspect of this model is the constant tailoring of the amount of therapeutic distance 
by the therapist according to the changing needs of the client throughout the treatment. For 
beginning therapists, particular attention may need to be paid to these aspects of the therapeutic 
interaction, during and after the therapy session. Supervision will be helpful in building 
therapists’ skill in navigating and responding in the therapeutic interaction, based on client cues 
during the session, the theoretical framework of the therapy, the conceptualization of the client, 
and the therapist’s countertransference reactions.  
 As stated earlier, therapists should also be aware of their own attachment style and how 
this may affect the therapeutic process. This suggests that therapists should be provided feedback 
on their attachment style and the general implications of this attachment style for therapeutic 
interaction. In the current study, student-therapists completed measures of attachment style, but 
were not provided any feedback as to the results of the completed measure. A simple change to 
the procedure would include the addition of personalized feedback to each student-therapist after 
completing the attachment measure.  
 In addition to providing feedback on attachment style, trainees may also benefit from 
having more opportunities to gain feedback from peers on an ongoing basis. This can occur in 
formalized group supervision, but also through peer supervision with trainees who are further 
along in their training. Peer supervision and peer feedback will provide the trainee with 
opportunities to discuss their thoughts and feelings with others who are going through similar 
experiences. In addition, trainees should be provided more opportunities to be observed by peers 
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and supervisors, either through direct observation of sessions, engagement in role-plays, or 
review of video-recorded therapy sessions. This will enable trainees to gain feedback from 
multiple sources, as well as build up trainees’ confidence for working with clients. 
 Particularly for trainees who are higher on attachment anxiety, training can focus on 
helping trainees learn how to regulate their anxiety within the therapy session. For example, 
trainees may practice ways of decreasing excessive movement during the session and regulating 
eye contact with the client. Trainees who are higher on attachment anxiety may feel the need to 
make increased verbal comments and questions during sessions, which may be overwhelming to 
clients, particularly those with a more avoidant attachment style. These trainees can be 
encouraged to give clients more space in the session to talk and respond.  
 Future research should focus on using statistical modeling to elucidate the complex 
relationship between client and therapist attachment style, the therapeutic alliance, and other 
measures of client engagement. Although not a focus of investigation in this study, exploration 
of client outcomes in this clinic and the relationship between alliance and other engagement 
measures and client outcomes would provide more of a substantiation for the importance of 
client engagement to the therapeutic process and therapy outcome. In addition, the current study 
focused on therapists in training, with none to minimal experiences in providing psychotherapy. 
Future research can compare therapists at different levels of experience and expertise and how 
that impacts the relationship between client and therapist attachment style and client 
engagement. As there is limited research on client engagement with psychology trainees, future 
studies may want to look towards other health care fields, such as nursing and medical education, 
for how they conceptualize client engagement and methods of training students to improve 
therapeutic communication and engagement with patients during clinical encounters. For 
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example, the use of simulated patients is a primary method of training for both medical and 
nursing students (e.g., Miles, Mabey, Leggett, & Stansfield, 2014).  
 Given some findings suggesting client and therapist ethnicity as predictors of the alliance, 
the literature would benefit from research focusing on demographic variables, particularly race 
and ethnicity, as additional predictors of the alliance and client engagement. In addition, it would 
be important to explore possible reasons for why there may be a relationship between client and 
therapist ethnicity, in particular the match between the two, and perceptions of the therapeutic 
alliance. 
 This study adds to the current limited literature on client and therapist attachment styles 
and their relationship with therapy attendance and client self-disclosure. In addition, this study 
contributes to the literature in terms of client engagement with trainee therapists. Findings in the 
current study indicate that client and therapist attachment style play a role in client attendance at 
therapy sessions and client self-disclosure in sessions. These findings point to the need for more 
research in this area, specifically of the relationship between these variables and how they impact 
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Dean-Hope Center for Educational and Psychological Services 
Teachers College, Columbia University 
525 West 120th Street, New York, New York 10027 
Tel. (212) 678-3262 
Dr. Dinelia Rosa, Director 
 
INFORMED CONSENT FOR CLIENTS AT CEPS 
PART I: DESCRIPTION OF THE RESEARCH:  
You are invited to participate in a research study conducted by the Center for Educational and 
Psychological Services (CEPS) and the Department of Counseling and Clinical Psychology at Teachers 
College, Columbia University, about the process and outcome of psychotherapy. This study is designed to 
obtain information about the effective ingredients of psychotherapy.  
You will be asked to complete some questionnaires about psychological symptoms (thoughts and 
feelings) that you may have experienced in the past, and some risk factors that may be contributing to 
your current situation. In addition, information about the issues you discuss in therapy and your 
satisfaction with treatment will be collected.  
These questionnaires will be completed at various points: shortly after signing this consent form, 
then every three months for the time that you remain in services at the CEPS, or until you decide to stop 
taking part in the study.      
The research will be conducted by faculty members, a research assistant (graduate student) and 
CEPS staff. The research team will be collecting the data and analyzing the results. In addition, your 
student-therapist will have access to these results, so that she/he might use this information to help with 
your treatment.  
RISKS AND BENEFITS:  
There is minimal risk associated with participating in this research project. Some of these questions may 
have a sensitive nature. Please feel free to bring up any issues or concerns with your therapist/counselor. 
Choosing not to take part in this project or not to take part in any part of the project will not affect the 
service that you are currently receiving at the CEPS. 
The findings of this study may lead to greater understanding about the ways in which psychotherapy 
helps people. More specifically, these results may help you and your counselor/therapist establishes more 
specific treatment goals. 
DATA STORAGE TO PROTECT CONFIDENTIALITY:  
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All the information gathered will be kept confidential and will be stored in a locked cabinet in an office at 
CEPS. Your name will not appear on any of the research materials; you will be assigned a code generated 
by a computer. Only the members of the research team (psychology faculty and graduate researchers at 
Teachers College, and CEPS staff) and the student working with you will have access to this material. 
TIME INVOLVEMENT: Your participation will take approximately 40 minutes today, and every three 
months thereafter, as long as treatment continues. 
HOW WILL RESULTS BE USED: The results of the study will be used for educational and therapeutic 
purposes. The results may be used for professional publications, conferences, presentations and student 
dissertations. 
PART II: PARTICIPANT'S RIGHTS 
Principal Investigators: Dr. Barry Farber/Dr. Dinelia Rosa  
Research Title: Treatment Outcome Package: Revised 
• I have read and discussed the Research Description with the researcher. I have had the 
opportunity to ask questions about the purposes and procedures regarding this study.  
• My participation in research is voluntary. I may refuse to participate or withdraw from 
participation at any time without jeopardy to future medical care, employment, student status or 
other entitlements.  
• The researcher may withdraw me from the research at his/her professional discretion.  
• If, during the course of the study, significant new information that has been developed becomes 
available which may relate to my willingness to continue to participate, the investigator will 
provide this information to me.  
• Any information derived from the research project that personally identifies me will not be 
voluntarily released or disclosed without my separate consent, except as specifically required by 
law.  
• If at any time I have any questions regarding the research or my participation, I can contact the 
investigators, who will answer my questions. One investigator’s phone number (Dr. Rosa) is 
(212) 678-3262; the other investigator’s (Dr. Farber) phone number is (212) 678-3125.  
• If at any time I have comments, or concerns regarding the conduct of the research or questions 
about my rights as a research subject, I should contact the Teachers College, Columbia University 
Institutional Review Board /IRB. The phone number for the IRB is (212) 678-4105. Or, I can 
write to the IRB at Teachers College, Columbia University, 525 W. 120th Street, New York, NY, 
10027, Box 151.  
• I should receive a copy of the Research Description and this Participant's Rights document.  
• My signature means that I agree to participate in this study.  
Participant's signature: ________________________________ Date:____/____/____ 
Name: ________________________________ 
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Tel. (212) 678-3262 




Investigator's Verification of Explanation 
I certify that I have carefully explained the purpose and nature of this research to 
__________________________________ (participant’s name) in age-appropriate language. He/She has 
had the opportunity to discuss it with me in detail. I have answered all his/her questions and he/she 
provided the affirmative agreement (i.e. assent) to participate in this research. 

















Dean-Hope Center for Educational and Psychological Services 
Teachers College, Columbia University 
525 West 120th Street, New York, New York 10027 
Tel. (212) 678-3262 
Dr. Dinelia Rosa, Director 
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Dear Clinical and Counseling Students (our esteemed colleagues!), 
 
We are excited to introduce new and advanced students to the Treatment Outcome Package (TOP) - 
Revised research study at CEPS. This project is an effort to integrate research on treatment process and 
outcome to our center. As mentioned previously, the TOP is used at counseling centers, mental health 
clinics and training clinics throughout the country and the instrument has been empirically validated. 
 
There are some new changes to the study of which you should be aware. Most importantly, as part of 
your responsibilities at the center, it is a requirement for you to participate in this research. Your 
cooperation is very significant and essential to the center. 
 
The TOP is designed to help us (and you) to: 
• Gather important information regarding demographics, risk factors, and mental 
and physical health status 
• Set goals for treatment 
• Assist in tracking the progress of clients, and 
• Compare individual clients to normative samples. 
In addition, the TOP will: 
• Help us set goals and priorities for work with clients, and 
• Help us focus on what matters most to clients/complement clinical insights. 
 
Eligible participants include  ALL adult psychotherapy and counseling clients. The procedure for 
subject recruitment/participation is as follows: 
• All new adult psychotherapy and counseling clients will be informed of the research in the 
pre-treatment mailing, “What Every Client Should Know” and on the clinic website. 
• Clients will be expected to come 45 minutes prior to their first therapy session to 
begin participation in the research. 
• Therapists   will   make   sure   that   they   schedule   first   sessions   with   clients   
to accommodate this 45 minute period. Therapists will remind clients of this research. 
• Once clients check-in at the center for their first session, a research assistant from the TOP 
research team will introduce clients to the study, obtain informed consent, and 
administer the initial  questionnaires.  Clients will also be asked for consent  to  use 
their email  to facilitate administering follow-up questionnaires via email. 
• After  completing  measures,  the  TOP  forms   will  be  sent  for  analysis  and  other 
questionnaires will be filed in clients’ research charts in Research Lab B. 
• Within 1-2 days, therapists will be contacted by email that their client’s results 
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are available to review. Therapists will also be notified if there are areas of concern 
based on the client’s responses. 
• PLEASE NOTE, if areas of concern have been identified, 
therapists are required to review client’s results. For others, 
reviewing results is not required. Clients’ research charts will be 
located in Research Lab B, according to ID number. You can also ask 
a member of the research team for assistance. Every time you 
review a client’s chart, you will need to sign the log located on the 
inside of the client’s folder. 
• Follow ups will occur every 3 months until the client decides to 
discontinue or terminates treatment 
 
• At termination, clients will provide information on how they think 
they are doing and how the treatment progressed (customer 
satisfaction) 
!
Therapists will now be required to fill out research questionnaires upon 
entering the clinic as a student-therapist. The procedure is as follows: 
!
• At the beginning of your first psychotherapy/counseling practicum, 
you will be contacted by a member of the TOP research team to fill 
out three forms: a TOP Clinician Registration Form to obtain an ID 
number, a Therapist Information Form, and a brief measure. This 
should not take more than 10 minutes to complete. 
• For each of your clients participating in the research, you will be 
expected to fill out three brief forms/measures every three 
months, coinciding when your clients complete follow-up 
questionnaires. This should take 10-15 minutes to complete. 
 
       •      The forms include: 
o Working Alliance Inventory- Short Form- asking about your 
experiences with your clients during therapy sessions 
o DSM-IV-TR Multiaxial Diagnosis – based on your most 
recent assessment of your client 
o Treatment Experiences- indicating the treatment orientation(s) 
used during sessions 
     •      At the  beginning  of  your  practicum,  a  member  of  the  TOP  
research  team  will  have  an introductory session to explain the study 




It is very possible that clients will ask you about the TOP and may wish to 
process issues relating to questionnaire items or study participation in 
therapy/counseling sessions with you. 
!
To help you address these questions, we are attaching copies of both the 
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consent and letter that patients will receive. Please take a moment to familiarize 
yourself with these items. Also, please do not hesitate to contact us (Nicole 
Yoskowitz –  nay2103@columbia.edu) with your questions or to refer clients to 
a member of the research team for any additional concerns, etc. 
!
Again, we are very excited to continue this important research project at CEPS 
and greatly appreciate your cooperation/collaboration. This is an important step 




The TOP Research Team 





Date: ______________  Evaluation #: ______________ Client Code: __________________ 
 
Experiences in Close Relationship Scale-Short Form (ECR-S) 
Client Version 
Instruction: The following statements concern how you feel in romantic relationships. We are 
interested in how you generally experience relationships, not just in what is happening in a current 
relationship. Respond to each statement by indicating how much you agree or disagree with it. 
Mark your answer using the following rating scale: 









        
1. It helps to turn to my romantic partner in times of need. 1. 1 2 3 4 5 6 7 
2. I need a lot of reassurance that I am loved by my partner. 2. 1 2 3 4 5 6 7 
3. I want to get close to my partner, but I keep pulling back. 3. 1 2 3 4 5 6 7 
4. I find that my partner(s) don't want to get as close as I would like. 4. 1 2 3 4 5 6 7 
5. I turn to my partner for many things, including comfort and reassurance. 5. 1 2 3 4 5 6 7 
6. My desire to be very close sometimes scares people away. 6. 1 2 3 4 5 6 7 
7. I try to avoid getting too close to my partner. 7. 1 2 3 4 5 6 7 
8. I do not often worry about being abandoned. 8. 1 2 3 4 5 6 7 
9. I usually discuss my problems and concerns with my partner. 9. 1 2 3 4 5 6 7 
10. I get frustrated if romantic partners are not available when I need them. 10. 1 2 3 4 5 6 7 
11. I am nervous when partners get too close to me. 11. 1 2 3 4 5 6 7 
12. I worry that romantic partners won't care about me as much as I care 
about them. 







Date: _________     Evaluation #: _____      Therapist Code: _______________ 
 
Experiences in Close Relationship Scale-Short Form (ECR-S) 
Therapist Version 
Instruction: The following statements concern how you feel in romantic relationships. We are 
interested in how you generally experience relationships, not just in what is happening in a current 
relationship. Respond to each statement by indicating how much you agree or disagree with it. 
Mark your answer using the following rating scale: 









      
1. It helps to turn to my romantic partner in times of need. 1. 1 2 3 4 5 6 7 
2. I need a lot of reassurance that I am loved by my partner. 2. 1 2 3 4 5 6 7 
3. I want to get close to my partner, but I keep pulling back. 3. 1 2 3 4 5 6 7 
4. I find that my partner(s) don't want to get as close as I would like. 4. 1 2 3 4 5 6 7 
5. I turn to my partner for many things, including comfort and reassurance. 5. 1 2 3 4 5 6 7 
6. My desire to be very close sometimes scares people away. 6. 1 2 3 4 5 6 7 
7. I try to avoid getting too close to my partner. 7. 1 2 3 4 5 6 7 
8. I do not often worry about being abandoned. 8. 1 2 3 4 5 6 7 
9. I usually discuss my problems and concerns with my partner. 9. 1 2 3 4 5 6 7 
10. I get frustrated if romantic partners are not available when I need them. 10. 1 2 3 4 5 6 7 
11. I am nervous when partners get too close to me. 11. 1 2 3 4 5 6 7 
12. I worry that romantic partners won't care about me as much as I care 
about them. 





Date: ______________   Evaluation #: ______________ Therapist Code: ________________ 
 
Therapist Information Form 
 
Please check or fill in the blanks in the space provided. 
 
1. Gender:  Male ______   Female ______  Transgender ________ (this last option was added in 
December 2014)     
 
 
2. Age: _______ 
 
 
3. Race (check all that apply):  Asian_____   White_____   African-American______Black_____     
 




4. Graduate Program: 
 
 Masters Counseling_____   Doctoral Counseling_____   Doctoral Clinical______ 
 
 
4. Year in Graduate Program:  _________    
 
 
5. How many years of experience do you have providing psychotherapy services?  Years: ______   
Months:______     
 
  
6. Have you ever been in your own personal psychotherapy? Yes_____   No_____    
  
If YES, please indicate: 
 
a. The total length of time you have ever been in psychotherapy: Years: ______   
Months:______ 
 








Date: ______________   Evaluation #: ______________   Client Code: __________________ 
 
Disclosure to Therapist Inventory-VI (Farber, Berano, & Feldman, 2008) 
Pre-Treatment Version 
 
 This is an anonymous survey.  We are not interested in your name or the name of your counselor or therapist.  However, we would like 
to gather some information about you for research purposes.  Therefore, we would appreciate your response to the following questions.  Thank you 
very much for your cooperation.      
 
I. Questions About You: 
Please check or fill in the blanks in the space provided. 
 
1. Gender :  Male______   Female:______     2. Age: _______ 
 
3. Race (check all that apply):  Asian_____   White_____   African-American______Black_____     
Latino/a_____   American Indian /Alaska Native______Other (please specify)_________________ 
 
4.  Country of Birth:____________________________________________  
 
5.  Circle the generation status that best applies to you (choose one answer):  
a. I was not born in the United States 
b. I was born in the United States and both parents were born in another country  
c. I was born in the United States, one parent was born in the United States, and the other parent was born in another country 
d. I was born in the United States, both parents were born in the United States, and all grandparents were born in another country  
e. I was born in the United States, both parents and grandparents were born in the United States.  
f. Other (please specify)__________________________________________________________________________________ 
 
6.  Number of siblings in your immediate family (Only child=0) _______      12.  Your Birth Order (Oldest=1)________   
 







8.  Highest Level of Education Completed:  
Elementary/Grammar School ____ Intermediate/Middle School ____  High School____GED____Vocational School______   Associate 
Degree _____ 
Bachelor Degree_____  Masters Degree______ Ph.D. ______ Other (please specify):_________________________ 
 
9.  Relationship Status: (Check as many as apply) 
Single/Never Married ____ Single/Divorced ____ Married ____ In a Significant Relationship____ Widow/Widower (please circle)____ 
Separated____        
 
10.  Occupation: ___________________________        
 
11.   Current Religious or Spiritual Affiliation:_________________________________________ 
 
12.  Parents’ Education Background: 
a.  Father’s highest grade level completed:_________  b.  Mother’s highest grade level completed:_________ 
 
II. Questions About Your Previous Psychotherapy Experience: 
Please fill in the blanks in the space provided. 
 
13.        Number of previous therapists you’ve had: ________ 
 
14.        Approximate total number of therapy sessions (across all therapies you’ve had): _________        
 
 
 III.  Questions About Your Expectations of the Current Counseling or Psychotherapy: 
Please circle a number that best describes your expectation of the current counseling or psychotherapy: 
 
    Minimally     Moderately                             Greatly              
          Successful/Helpful                     Successful/Helpful              Successful/Helpful 
 
15.   Overall, how successful do you feel your                   1            2            3                4                5            6            7 





Minimally           Moderately                             Greatly              
          Successful/Helpful                 Successful/Helpful   Successful/Helpful 
 
16.   How successful will the current counseling or psychotherapy be in: 
a.  Giving you a greater sense of self-acceptance?                  1            2            3                4                5            6            7 
 
b.  Increasing your capacity to relate well to others?                              1            2            3                4                5            6            7 
 
c.  Increasing your capacity to work productively?                   1            2            3                4                5            6            7 
 
        d.  Increasing your self-understanding?                               1            2            3                4                5            6            7 
 
        e.  Reducing the severity of your symptoms?                  1            2            3                4                5            6            7 
 
Date: ______________   Evaluation #: ______________   Client Code: __________________ 
 
Disclosure to Therapist Inventory-VI (Farber, Berano, & Feldman, 2008)   
Follow-Up Version 
 
Although most people discuss a range of issues and concerns with their counselor or therapist, there are still some topics that do not get 
discussed, or are  
not discussed fully by almost everyone.  The following pages present a list of topics that people occasionally talk about in counseling or 
psychotherapy.  You will be asked to indicate how thoroughly you have discussed these topics with your counselor or therapist and how important 
these topics are to you.    
 
 This is an anonymous survey.  We are not interested in your name or the name of your counselor or therapist.  However, we would like 
to gather some information about you for research purposes.  Therefore, we would appreciate your response to the following questions.  After you 






I. Questions About Your Counselor or Therapist: 
     Please answer these first four questions about your current Counselor or Therapist.  Please check or fill in the blanks in the space provided. 
 
1.   Gender of Therapist:    Male_______        Female_______   
 
2. Approximate Age of Therapist:   Under 21_____   21-30_____   31-40_____   41-50_____   51-60_____   Over 60_____ 
 
3.          Race/Ethnicity of Therapist:   Asian_____   White_____   African American/Black_____   Latino/a_____  American Indian /Alaska 
Native_____ 
                                                                 Other (please specify)_______________ 
 
4.          Number of sessions so far in this therapy: __________ 
 
II.  The following pages list topics which people occasionally discuss in counseling or psychotherapy.  Please respond to two parts of each 
item.  In “Part I,” please circle a number from 1 through 5 that indicates the “extent to which you have discussed” each item with your current 
counselor or therapist.  In “Part II,” please circle a number from 1 through 5 that indicates the “extent to which these topics are important to 
you.  If the topic is not at all applicable, relevant, of interest, or does not pertain to you, please circle “0-N/A” for “Not Applicable.”   
 
                                                Part I                                               Part II                                      
TOPIC       Extent of Discussion in Counseling or Therapy         Importance Or Relevance Of This Topic To Me 
 
1. Aspects of my personality that I  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
dislike, worry about, or regard as      Not             Somewhat             Thoroughly   N/A  Minor           Moderate                   Great 
handicap to me.    At All 
  
 
2.  Things in my past or present life  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
about which I am most ashamed.      Not             Somewhat             Thoroughly   N/A  Minor           Moderate                   Great 
     At All 









                                                Part I                                               Part II                                      
TOPIC       Extent of Discussion in Counseling or Therapy         Importance Or Relevance Of This Topic To Me 
 
3.  My feelings about being rejected by a 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
spouse or lover.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
     
4.  My reactions to others’ criticisms of 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
me.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
    At All 
 
5. Characteristics of my parents  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
 that I dislike.    Not   Somewhat             Thoroughly   N/A  Minor           Moderate                    Great  
     At All 
       
6. The ways in which I manage the   1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
impression I make on others.   Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
7. My fears about being able to “make it” 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
and to be successful in the world.      Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
8. The importance and meaning of money 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
to me.      Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
9. Feelings of depression or despair. 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
 
 
10. My difficulties in saying “no” to 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
others.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
11. My feelings of disappointment or 
 anger towards my parents.  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
                            Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 




                                                Part I                                               Part II                                      
TOPIC       Extent of Discussion in Counseling or Therapy         Importance Or Relevance Of This Topic To Me 
 
12. My feelings about my therapist.   1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
13. My feelings of inadequacy or failure. 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
14. Aspects of my body that I am   1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
dissatisfied with.     Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
15. My feelings of disappointment or  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
anger toward my spouse/partner.  Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
                                                           
16. My spiritual or religious beliefs. 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
17. My concern about illness or other 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
physical problems.       Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
18. My need to be admired or important 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
to others.        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
19. My feelings about having my own 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
needs met vs. meeting the needs of       Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
other people.    At All 
 
20. The struggles of being accepted  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
by people from racial and/or ethnic    Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 





                                                Part I                                               Part II                                      
TOPIC       Extent of Discussion in Counseling or Therapy         Importance Or Relevance Of This Topic To Me 
 
21. My difficulties in getting along with 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
others.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
22. My expectations and hopes for the 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
future.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
23. My feelings about my achievements 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
to this point in my life.       Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
24. My tendency to act in accordance 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
      with others’ needs.       Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
25. Feelings that I am misunderstood by 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
others.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
26. My sense of being overwhelmed by.   1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
the world.        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
27. My experience of being abused or  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
      mistreated as a child.       Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
          At All 
 
28. My sense of competitiveness.  1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
29. My feelings about my friends.   1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
        Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
                                                Part I                                               Part II                                      
!!
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TOPIC       Extent of Discussion in Counseling or Therapy         Importance Or Relevance Of This Topic To Me 
 
30. My values; what I think is important 1----------2-----------3-----------4------------5  O  1----------2---------- 3----------4-----------5 
in life.         Not             Somewhat             Thoroughly   N/A  Minor           Moderate                    Great 
     At All 
 
III.  Questions About Your Experience in Counseling or Psychotherapy: 
Please circle a number that best describes your experience in counseling or psychotherapy: 
 
31: 
                    Not at all/Minimally     Moderately              Greatly                  
 
a.  I have omitted or avoided discussing important    1            2            3                4                5            6            7 
 information with my therapist 
 
b.  I tell my therapist even the most shameful aspects of 
my life          1            2            3                4                5            6            7 
 
c. I have not been entirely truthful when discussing some important 
aspects of my life        1            2            3                4                5            6            7 
 
d.  I have not been entirely truthful when discussing some trivial 
aspects of my life       1            2            3                4                5            6            7 
 
e.  I have been entirely truthful with my therapist    1  2   3        4             5 6  7 
 
f.  I have exaggerated certain details of my life in discussions 
with my therapist       1            2            3                4                5            6            7 
 
g. I have minimized or downplayed certain details of my life 
in discussions with my therapist      1            2            3                4                5            6            7 
 
h.  I have made up details of my life that I have told my therapist  1            2            3                4                5            6            7 
 
i.  I believe my therapist doesn’t always tell me the truth about me  1            2            3                4                5            6            7 




         Not at all/Minimally     Moderately              Greatly                 
  
j. I wish my therapist would tell me more about him or herself  1            2            3                4                5            6            7 
 
32.  Immediately after revealing something difficult or deeply personal to your counselor or therapist, to what extent have you felt:  
 
                              Not at all/Minimally     Moderately              Greatly                  
                  
a.  Ashamed          1            2            3                4                5            6            7 
 
b.  Vulnerable/Exposed        1            2            3                4                5            6            7 
 
d. Proud          1            2            3                4                5            6            7 
 
d.  Exhausted        1            2            3                4                5            6            7 
 
e.  Sad         1  2   3        4             5 6  7 
 
f.  Anxious        1            2            3                4                5            6            7 
 
g. Authentic, “Real,” True to yourself     1            2            3                4                5            6            7 
 
h.  Safe         1            2            3                4                5            6            7 
 
i.  Angry         1            2            3                4                5            6            7 
 
j. Relieved        1            2            3                4                5            6            7 
 
k. Guilt         1            2            3                4                5            6            7  
 
                Minimally                Moderately                             Greatly              
          Successful/Helpful                     Successful/Helpful              Successful/Helpful 
 
33.   Overall, how successful do you feel your       1            2            3                4                5            6            7 





                Minimally                Moderately                             Greatly              
          Successful/Helpful                     Successful/Helpful              Successful/Helpful 
 
34.   How successful has the current counseling or psychotherapy been in: 
a.  Giving you a greater sense of self-acceptance?     1            2            3                4                5            6            7 
 
b.  Increasing your capacity to relate well to others?    1            2            3                4                5            6            7 
 
c.  Increasing your capacity to work productively?           1            2            3                4                5            6            7 
 
        d.  Increasing your self-understanding?                      1            2            3                4                5            6            7 
 
        e.  Reducing the severity of your symptoms?         1            2            3                4                5            6            7 
 
 
           Minimally                              Moderately                                Greatly              
Disclosing                                Disclosing                          Disclosing 
 
35.  Overall, how self-disclosing have you been to your counselor or therapist?    1            2            3                4                5            6            7 
 
 





Date: _________      Evaluation #: _____     Therapist Code: _____________     Client Code: _______________ 
 Working Alliance Inventory-Short Form (Client Version) 
Instructions: Below, there are sentences that describe some of the different ways you might think or feel about your 
counselor/therapist. As you read the sentences mentally insert the name of your counselor/therapist in place of _____________in the 
text. Please check the box that indicates how often that statement applies. Work quickly, your first impressions are the ones we would 
















1. _______________ and I agree about the things I will 
need to do in counseling to help improve my situation.       
  
2. What I am doing in counseling gives me new ways of 
looking at my problem.      
  
3. I believe _______________ likes me.         
4. _______________ does not understand what I am 
trying to accomplish in counseling.      
  
5. I am confident in _______________ 's ability to help 
me.      
  
6. _______________ and I are working towards 
mutually agreed upon goals.      
  
7. I feel that _______________ appreciates me.         
8 We agree on what is important for me to work on.         
9. _______________ and I trust one another.         
10. _______________ and I have different ideas on 




11. We have established a good understanding of the 
kind of changes that would be good for me.       
  
12. I believe the way we are working with my problem 
is correct.      
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